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Let the record of the INTERNATIONAL TRAVEL SERVICE, 
INC. in serving medical organizations speak for itself. 


We were appointed official travel representatives for the 
WORLD MEDICAL ASSOCIATION, United States Committee 
Inc., and we have served and operated special group move- 
ments for many professional organizations. 


The following are some of the medical associations we have 
served. 


AMERICAN MEDICAL ASSOCIATION 
AMERICAN ACADEMY OF NEUROLOGY 
AMERICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS 


We are authorized representatives for all accredited air- 
lines, railroads, steamship lines, hotels and resorts. 


And, MOST IMPORTANT, we render PERSONALIZED 
TRAVEL SERVICE and ITINERARIES WITH NO SERVICE 
CHARGE. 


Reservations and complete information may be obtained 
from our office upon request. We invite your inquiry. 
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Original Articles 


Restitution of Rectal Continence After Radical 


Operation for Carcinoma of the Colon and Rectum 
HANS FINSTERER, M.D., F.I.C.S. (Hon.) 


N OUR country it has been observed that, 
if in spite of progress in diagnostic methods, 
patients with carcinoma of the colon or 
the rectum come to operation very late and 
indeed often in a stage of acute obstruction. 
One of the reasons lies with the patient him- 
self. He does not present himself for treat- 
ment because of his fear of a permanent colos- 
tomy, the disadvantages of which he may have 
observed in relatives or friends, and because 
of the mistaken idea that any operative pro- 
cedures to correct his symptoms would neces- 
sitate a permanent colostomy. In a sense the 
patient has some justification for this belief ; 
he is unfamiliar with the numerous eases in 
which carcinomas of the colon and rectum have 
been cured after radical operation, with nor- 
mal rectal evacuation preserved. Patients who 
have been operated on repeatedly do not 
usually know that a diagnosis of carcinoma 
has been made and hence do not refer to them- 
selves as persons healed of carcinoma. 


From the First Surgical Ward of _the Vienna Allge- 
meines Krankenhaus, Prof. 
Service. 

Read at the Fourteenth Annual Assembly of the United 
States Chapter, International College of Surgeons, At- 
lantic City, November, 1949. 

Submitted for publication Nov. 25, 1949. 


Dr. H. Finsterer, Chief of 


VIENNA 


Some physicians are also at fault in delay- 
ing diagnosis and operation, for they believe 
that the permanent cure of carcinoma of the 
large bowel, particularly the rectum, with 
preservation of normal rectal function is ex- 
ceptional. The truth of the matter is that, at 
least as far as carcinoma of the colon is con- 
cerned, preservation of rectal continence is not 
infrequent. 

In cases of carcinoma of the colon, a one- 
stage resection with anastomosis is done and 
is followed by the immediate restitution of nor- 
mal function. This restitution is always possi- 
ble with carcinoma of the right side of the 
colon unless acute obstruction is present, and 
it is even possible with carcinoma of the left 
side if the bowel has been sufficiently decom- 
pressed. In my experience, one-stage resection 
for left-sided colonic carcinoma has had the 
lowest mortality (11.5 per cent). In the treat- 
ment of acute obstruction caused by carcinoma 
of the right side of the colon I have aban- 
doned the one-stage resection, which has been 
reemphasized of late by Haberer and others. 
In its stead I make use of a two-stage resection. 
In the first stage the terminal part of the ileum 
and the colon up to the hepatic flexure are 
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resected and are sewed into the abdominal 
wall, forming a double-barreled colostomy, the 
spur of which is subsequently crushed. In the 
second stage the colostomy is closed. 

In eases of obstruction due to carcinoma of 
the left side of the colon I have found the two- 
stage resection unsatisfactory, because mobili- 
zation of the splenic flexure for a left hemi- 
colectomy, which is necessary for a really 
radical operation, is not feasible in the pres- 
ence of enormously distended loops of bowel. 
On the other hand, if there is a cancer in the 
distal part of a short sigmoid flexure, the dis- 
tal part of the colon cannot be used for a dou- 
blebarreled colostomy. In my experience the 
operation of choice is a three-stage procedure : 
first cecostomy, then resection with immediate 
anastomosis after the colon has been decom- 
pressed, and finally closure of the cecostomy 
when the anastomosis has had sufficient time 
to heal. Primary resection is not feasible and 
indeed is dangerous if a carcinoma has per- 
forated all layers of the bowel and_ has 
resulted in abscess formation. In these cireum- 
stances I do a bilateral bowel exclusion opera- 
tion in which I interrupt the continuity of the 
intestine both proximal and distal to the af- 
fected area and, after performing an anasto- 
mosis between the transverse and the pelvic 
portions of the colon, suture the proximal and 
distal ends of the excluded bowel to the ab- 
dominal wall. At the same time the abscess is 
opened extraperitoneally and drained. After 
the infection has cleared the excluded segment 
of bowel containing the eareinoma is removed. 
Of the eases in which I employed this pro- 
cedure, 2 are especially interesting. 


A 46-year-old officer who had a fist-sized carci- 
noma of the hepatic flexure that had caused a per- 
foration in the direction of the liver and resultant 
abscess formation underwent a bilateral bowel ex- 
clusion with ileocolostomy on April 11, 1918. The 
excluded bowel was removed four weeks later. The 
pathologist (Prof. Paltauf) reported an adenocar- 
cinoma. The patient did well postoperatively and 
gained 90 pounds (40.8 Kg.). Nine and one-half 
years later a new carcinoma developed in the ileo- 
colostomy, necessitating another operation. Because 
the carcinoma had invaded the stomach it was neces- 
sary to perform a gastrectomy as well as a colon 
resection. The postoperative course was uneventful, 
and healing was by first intention. Microscopie ex- 
amination by Dr. Bauer revealed a tubular carci- 
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noma of the colon with extension into the satellite 
lymph nodes. The patient died six months later of 
metastases to the liver. 

A 53-year-old woman had a perforating carci- 
noma of the descending colon with a large abscess. 
On May 24, 1924, I did a bilateral exclusion opera- 
tion with anastomosis between the transverse and 
sigmoid colon. Both ends of the excluded bowel 
were sutured to the abdominal wall, and the ab- 
scess was opened extraperitoneally. After six 
weeks the excluded segment of bowel was removed. 
The histologie diagnosis by Prof. Stoerk was tubu- 
lar earcinoma which had invaded the entire thick- 
ness of the bowel. There was no evidence of metas- 
tasis to the regional lvmph nodes. The postoperative 
course was uneventful; the patient gained 42 
pounds (19.1 Kg.) in weight, and remained well 
during the next sixteen years, after which the 
symptoms of constipation and weight loss returned. 
Roentgen examination revealed a fist-sized carci- 
noma distal to the site of anastomosis. On Nov. 6, 
1940, total extirpation of the colon was performed, 
with end-to-side anastomosis between the ileum and 
the rectum. The pathologist (Prof. Chiari) reported 
a microscopie diagnosis of mucoid carcinoma which 
had extended through the entire thickness of the 
bowel wall. The regional lymph nodes were not in- 
volved. The patient did well postoperatively. At 
first the patient had eight to ten stools a day. After 
a while she had two semisolid movements each day. 
She gained weight steadily. She was perfectly well 
for two years and then was lost sight of, because, 
being Jewish, she was placed in a concentration 
camp. 

For carcinoma of the distal portion of the 
sigmoid, if the colon is too greatly distended 
or if there is a small abscess in the tissues ad- 
jacent to the carcinoma, a one-stage resection 
may be too dangerous. Likewise, the two-stage 
resection of Mikulicz may not be possible in 
the event that the distal segment of colon is 
too short. In these circumstances one is left 
with the alternative of performing a blind 
closure of the pelvic portion of the colon at 
the level of the cul de sae of Douglas and per- 
forming a colostomy in the proximal portion. 
Then, as a second operation, the splenic flexure 
and the descending and transverse portions of 
the colon can be mobilized, and in most pa- 
tients the descending portion can be directly 
anastomosed with the blind end of the pelvic 
portion or the rectum. I prefer end-to-side 
anastomosis to the direct end-to-end union. 
By using this operative technic I have been 
able to restore rectal continence to many pa- 
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Fig. 1.—Interposition of small intestine between transverse and pelvic portions of colon (left) and between 
descending portion of colon and rectum (right). 


tients. The following case is an unusual ex- 
ample: 


A 54-year-old man had undergone a two-stage 
resection for carcinoma of the sigmoid (in Czecho- 
slovakia). The proximal and distal ends of the 
intact bowel had been sutured into the abdominal 
wall 10 em. apart. He presented himself in Vienna 
two years later with a fist-sized carcinoma which 
had originated in the distal segment and had ex- 
tended into the abdominal wall. Although he had 
been declared inoperable elsewhere, I operated on 
him in a private hospital on May 2, 1923. The 
tumor, with a portion of the abdominal wall and a 
segment of pelvic colon 4 fingerbreadths in length, 
was resected. The cut end of the intact bowel was 
sutured into the lower end of the abdominal wound 
20 em. distal from the colostomy. The microscopi¢ 
diagnosis (Prof. Stoerk) was annular carcinoma 
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with transition to mucoid carcinoma originating in 
the bowel wall. The wound healed well. Two months 
later the splenie flexure and transverse colon were 
mobilized and a side-to-side anastomosis between 
the transverse and pelvic portions of the colon was 
performed. Healing was by first intention. The pa- 
tient felt completely well and gained 42 pounds 
(19.1 Kg.) in weight. He came in for examination 
on numerous occasions and remained free from 
recurrence for at least thirteen years. He has not 
reported since Feb. 5, 1938. Being a Jew, he was 
contined to the Czechoslovak Protectorate. 


In some cases, in which operation has re- 
sulted in a blind segment of pelvie colon and 
a colostomy, it is not possible to perform a di- 
rect anastomosis between the descending and 
the pelvic parts of the colon even after mobili- 
zation of the splenic flexure and ligation of the 
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Fig. 2.—Double-barreled colostomy (see text). 


left colic artery. These are the rare cases in 
which an abnormally short transverse meso- 
colon is present. A direct anastomosis is not 
possible because it would result in too great a 
degree of tension. Even so, one can restore 
bowel continuity (and preserve rectal conti- 
nence) by interposing a segment of small in- 
testine. In this operation a segment of ileum 
20 to 40 em. long is isolated and interposed iso- 
peristaltically between the transverse portion 
and the pelvic portion or the rectum. First, 
the continuity of the ileum is restored by a 
side-to-side anastomosis. Then the distal end 
of the excluded loop of ileum is anastomosed 
end to side with the pelvic colon or the rectum. 
Next the colostomy opening is closed ; then the 
proximal end of the excluded loop is anasto- 
mosed side to side or side to end with the de- 
scending or the transverse portion of the colon 
(Fig. 1). An alternative is to form a double- 
barreled colostomy by suturing the transverse 
colon and the ileal loop to the abdominal wall. 
It is important to secure the free edges of the 
mesentery of the ileal loop to the peritoneum 
of the posterior abdominal wall. This is done 
to prevent pinching of the small intestine be- 
low the free mesentery. 

In more than 450 radical operations for car- 
cinoma of the colon it was necessary for me to 
perform this interposition of small bowel only 
five times to restore the continuity of the 
bowel. All 5 patients were cured. The first was 
operated on in 1918, during the first World 
War, in Garnisonspital No. 2 in Vienna. The 
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case was reported in 1920 in a paper on total 
colon exclusion and appeared in Deutsche 
Zeitschrift fiir Chirurgie, volume 155, page 
145. 


The first case was that of a 50-year-old soldier on 
whom a colostomy was performed for intestinal ob- 
struction caused by volvulus of the sigmoid. This 
was done in October 1917, in the military hospital 
in Linz. After two months the colostomy was closed, 
and shortly thereafter his pain recurred. In Janu- 
ary 1918, two months later, in another military hos- 
pital an enterostomy was done because of intestinal 
obstruction of six days’ duration, followed by a 
cecostomy because of a tumor at the junction of 
the sigmoid and the rectum. The patient was trans- 
ferred to Garnisonspital No. 2in Vienna to undergo 
‘radical operation. On February 15 operation was 
performed with local anesthesia of the abdominal 
wall, mesenteric anesthesia and inhalation anesthe- 
sia with 60 ce. of ether. First, a small bowel resec- 
tion was done to eliminate the fistula. A stenosing 
carcinoma was found 15 em. above the cul de sae of 
Douglas. It had begun to invade the mesocolon. The 
lymph nodes were involved along the inferior mes- 
enteric artery almost to the origin of the left colic 
artery, with the result that this artery had to be 
ligated at a high level. Since the blood supply was 
intact only to the middle of the transverse colon, a 
bowel segment more than 1 M. in length had to be 
resected, the resection extending from the middle 
of the transverse colon to a point 1 handsbreadth 
distal to the tumor. The distal end was closed 
blindly, and a transversostomy was formed. The 
wound healed well. The histologic diagnosis (by 
Paltauf) was adenocarcinoma. Three weeks later 
an exploration was required because of obstruction. 
The terminal ileum had become adherent to the 
left laparotomy wound and was connected with the 
cecum under tension. All of the small intestine had 
herniated between the adherent ileum and the ver- 
tebral column, with resulting volvulus and obstrue- 
tion. The adhesions were freed and the volvulus 
released. Healing was uneventful. 

On May 2 an interposition of small intestine was 
done. A segment of ileum 20 em. long was excluded 
and interposed between the transverse and pelvic 
portions of the colon. During operation several 
metastases in the distal colon were removed. Heal- 
ing was by first intention. Recovery was uneventful. 
The patient was given extensive roentgen treat- 
ment. On June 7 the cecostomy was temporarily 
closed. On this occasion many metastases were ob- 
served in the peritoneum, the largest of which were 
bean sized. In addition, a large metastasis in the 
cecum made a suture line impossible. Under these 
circumstances the ileocecum was resected and an 
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Fig. 3.—Roentgenograms showing results of interposition operation for restitution of rectal continence after 
radical operation (see text for explanation). 
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end-to-end anastomosis was done. Postoperatively 
there developed infection of the abdominal wall. 
Because of the metastases, roentgen treatment was 
continued. The patient did well and gained 21 
pounds (9.5 Kg.). He always had normal stools. In 
September, three months after the previous opera- 
tion, the patient was admitted to Garnisonspital 
No. 2, but died (before operation could be done) 
on September 20. Autopsy showed carcinomatous 
metastases on the peritoneum and numerous ulcers 
on the transverse colon, one of which had _per- 
forated. The interposed ileal segment was hyper- 
trophie and the side-to-end anastomosis to the dis- 
tal colon was stenosed by a fibrous cicatrix. 

The second case was that of a 55-year-old woman. 
One year previously she had been examined in a 
clinie and had been found to have a stenosing ear- 
cinoma of the sigmoid, but she refused operation. 
On Sept. 30, 1939, she presented herself for exami- 
nation here and was found to have an obstruction 
associated with a 30-pound (13.6 Kg.) weight loss. 
A cecostomy was done, and at operation a large 
tumor of the sigmoid was found. On October 11 a 
left pararectal laparotomy was done (spinal anes- 
thesia with pereaine). The patient had a grape- 
fruit-sized carcinoma of the sigmoid which had 
invaded the lateral abdominal wall, necessitating 
resection of a considerable area of the wall. The 
tumor had extended into the mesocolon; large 
lymph nodes were present along the inferior mesen- 
terie artery, which necessitated a high ligation of 
this vessel. The transverse mesocolon was so short 
that even after mobilization of the splenic flexure 
the descending colon could not be brought down into 
the true pelvis. Therefore the pelvic colon was sev- 
ered from the rectum; the rectal end was closed 
blindly and covered with peritoneum from the 
eul de sac of Douglas, and a colostomy was _ per- 
formed, with use of the descending colon distal to 
the splenic flexure. It was necessary to close off 
from the free peritoneal cavity the large peritoneal 
defect which had resulted from resection. This was 
done by suturing the left margin of the greater 
omentum to the peritoneum of the posterior ab- 
dominal wall. This large dead space, which now lay 
extraperitoneally, was drained with rubber and 
gauze drains, and the abdominal wall was closed. 
Microscopie examination of the resected tissue by 
Prof. Chiari revealed a highly differentiated adeno- 
carcinoma. The lymph nodes were not involved. 
There was an uneventful recovery. On November 9 
the cecostomy was closed extraperitoneally. The 
wound healed well. 

The patient was readmitted to this service on 
Feb. 27, 1940, threatening suicide unless the colos- 
tomy were closed. After temporary closure of the 
colostomy, a left pararectal laparotomy was done 
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(with spinal anesthesia and some additional ether 


anesthesia, for the spinal anesthesia was not com- 
pletely effective.) Extensive adhesions bound the 
jejunum to the site of the previous operation. The 
jejunum was freed with considerable difficulty. A 
loop of ileum 40 em. long was excluded 30 em. 
from the cecum. The ileum was closed by a side-to- 
side anastomosis; then a side-to-end anastomosis 
between the distal end of the excluded loop and the 
rectum was done at the level of the pouch of Doug- 
las. The mesentery of the excluded loop was care- 
fully sutured to the posterior abdominal wall. The 
proximal colon was next mobilized and then, to- 
gether with the proximal end of the ileal loop, was 
brought out in a double-barreled colostomy. The 
peritoneum of the anterior abdominal wall was 
dissected free and was sutured to the base of the 
colostomy, which thus lay completely extraperito- 
neally. A drain was placed in the pouch of Douglas, 
and the abdominal wall was sutured. 

The postoperative course was uneventful. After 
a week the spur was crushed, and the patient was 
discharged from the hospital three weeks post- 
operatively. Two months later, on April 25, the pa- 
tient returned for extraperitoneal closure of the 
colostomy. Healing took place without fistula for- 
mation. Since the continuity of the bowel was re- 
stored the patient has had normal stools and gained 
20 pounds (9.1 Kg.) in weight. On June 14, two 
months after the last operative procedure, the 
patient, now completely well, was presented to the 
Surgical Society in Vienna (Zentralblatt fiir Chir- 
urgie 1941, page 511). The patient had a follow-up 
roentgen study on Oct. 4, 1949, which showed nor- 
mal function of the interposed loop (Fig. 34). 
Her bowels move regularly without laxatives. She 
has suffered from angina pectoris for one year. 

The third case was that of a 61-year-old man, 
who had had difficult evacuation for one year be- 
cause of a stenosing tumor of the sigmoid. On Feb. 
24, 1939, operation was done with paravertebral 
and light nitrous oxide anesthesia. He had a fist- 
sized tumor in the middle of a short sigmoid, which 
was completely bound down to the true pelvis and 
which had invaded the bladder. After resection 
of the bladder and formation of a bladder suture 
line, it was possible to mobilize the densely adher- 
ent tumor. Because of a short transverse mesocolon, 
the colon could not be brought down to the pouch 
of Douglas even after ligation of the left colic 
artery, with the result that continence had to be 
sacrificed. When the sigmoid had been resected, the 
distal colon was closed blindly at the level of the 
cul de sae of Douglas. The proximal end of the 
colon was brought out below the left costal margin 
to form a colostomy. The peritoneal defect was 
closed by suturing the peritoneum of the lateral 
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abdominal wall to the ligated mesocolon. A drain 
was placed in the retroperitoneal space and another 
in the region of the splenic flexure. The abdominal 
wound was closed. The microscopic diagnosis (Prof. 
Chiari) was adenocarcinoma involving all layers 
of the bowel wall. The lymph nodes were free of 
metastases. 

The postoperative course was uneventful, and 
healing was by first intention. The patient gained 
a considerable amount of weight. One year later I 
suggested that he undergo an operation for the in- 
terposition of small intestine, but he refused. Dur- 
ing the Second World War the patient, who was 
a retired clerk, was reduced to such a state that he 
could no longer afford to buy the necessary soap, 
dressings and linens. He came to my surgical service 
in August 1943, almost four and one-half years 
later, to have the suggested operation performed. 

The operation was done on Nov. 9, 1943, with 
spinal anesthesia. A midline laparotomy was done. 
Loops of small bowel were adherent one to the other 
and in addition were adherent to the omentum and 
to the lateral abdominal wall. These loops were 
freed with considerable difficulty; then a 40 em. 
segment of ileum 30 em. from the cecum was ex- 
cluded. The ileum was closed with a side-to-side 
anastomosis, and a side-to-end anastomosis was 
done between the distal end of the excluded ileal 
segment and the pelvic colon. The mesentery of the 
excluded loop was sutured to the posterior abdomi- 
nal wall. The loop itself was fixed to the lateral ab- 
dominal wall in the place of the descending colon, 
up to the level of the colostomy. Healing took place 
by first intention. Three weeks later, after a tem- 
porary closure of the colostomy, a left pararectal 
laparotomy was performed. The excluded loop of 
ileum was looked for, which was difficult because of 
adhesions. After mobilization of the descending ¢o- 
lon, it was sutured to the ileal loop by means of an 
end-to-side anastomosis. A 20-em. segment of small 
bowel which had been completely stripped of serosa 
had to be partially excluded by means of an en- 
teroanastomosis. 

The postoperative course was without complica- 
tion, and healing was by first intention. Since the 
operation the patient had gained 25 pounds (11.3 
Kg.) in weight and had had two spontaneous stools 
daily. A follow-up roentgenogram September 1944 
showed normal function of the interposed ileal loop 
(Fig. 3B). In April 1947, three and one-half years 
after the last operative procedure, the patient was 
hospitalized for two months because of a coronary 
infarct. In 1949 he was in good shape as far as his 
gastrointestinal system was concerned. His addi- 
tional coronary heart disease still causes occasional 
discomfort. 

The fourth case was that of a 68-year-old man 
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who was admitted on Aug. 31, 1944, to my surgical 
service because of intestinal obstruction of four 
days’ duration. Emergency operation revealed an 
enormously dilated cecum and an ascending colon 
filled with feces. In addition, there was an orange- 
sized carcinoma in the sigmoid. After an appendec- 
tomy had been done a cecostomy was performed, 
with immediate drainage of the intestinal contents. 
Postoperatively the patient had severe abscess for- 
mation around the cecostomy. Three weeks later. 
on September 19, a second operation was per- 
formed. Paravertebral anesthesia was used because 
of low blood pressure (systoli¢ pressure 100 mg. of 
mercury). There was much fluid in the peritoneal 
cavity. The sigmoid was diffusely injected and in- 
durated and covered with fibrin. The infection was 
spreading up to the left half of the transverse 
colon. There was a fist-sized carcinoma of the sig- 
moid which had invaded the bladder. 

Resection of the colon was done. The bladder 
wall was resected, and the left ureter was dissected 
free. The spleni¢ flexure was mobilized. An imme- 
diate anastomosis was not indicated, because of in- 
fection of the bowel wall. Therefore the pelvic por- 
tion of the colon was closed a handsbreadth above 
the pouch of Douglas and the transverse portion 
was brought out to form a colostomy. One drain 
was placed in the true pelvis, a second drain 
was placed under the left costal margin and the 
abdominal wound was closed. Microscopic sections 
were diagnosed by Prof. Chiari as papillary adeno- 
carcinoma. The lymph nodes were not involved. 
Postoperatively, parotitis developed on the right 
side; a severe abscess involved a cecostomy and the 
transversostomy. After subsidence of the infection 
the cecostomy was closed on October 31. Healing 
took place without fistula formation. Recovery was 
slow and associated with an increase in weight. 

The patient underwent his fourth operation on 
Feb. 28, 1945. After temporary closure of the co- 
lostomy, a laparotomy was done. The loops of small 
bowel had become adherent one to the other, and 
these adhesions were freed with considerable diffi- 
culty. Two small abscesses which had formed about 
ligatures were evacuated. A considerable part of the 
transverse colon was bound down by adhesions, and 
the mesocolon was shrunken. Mobilization was not 
possible. Therefore an interposition of small intes- 
tine was done, with a side-to-end anastomosis be- 
tween the distal end of the blindly closed ileal loop 
and the pelvic portion of the colon at the level of 
the cul de sae of Douglas. The proximal end was 
brought out to the anterior abdominal wall with 
the transverse colon to form a double-barreled co- 
lostomy. A primary anastomosis was not possible 
because of infection of the wall of the colon. After 
the spur had been crushed and the infection had dis- 
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appeared, a fifth operation was done on March 20. 
The colostomy was closed; this was done with con- 
siderable difficulty because of marked sear forma- 
tion. Postoperatively a fecal fistula developed, 
through which in the beginning almost all of the 
bowel contents were evacuated. The fistula gradu- 
ally became smaller and drained only a small 
umount of feces. The patient gained 25 pounds 
(11.3 Kg.) and had normal stools. On Oct. 4, 1949, 
the patient returned for repeat roentgen studies. 
The fistula has been closed for more than one year, 
and the patient has no discomfort. The roentgen 


' studies showed that the interposed loop of small 


bowel has dilated somewhat, but it can be easily ree- 
ognized by means of its characteristic transverse 
folds (Fig. 3C). 

The fifth case was that of a 56-vear-old man who 
had had a carcinoma of the sigmoid for ten months. 
On Oct. 21, 1947, he underwent a left pararectal 
laparotomy under paravertebral anesthesia. There 
was present a fist-sized carcinoma in the middle 
of a very short sigmoid. The splenic¢ flexure and 
transverse colon were mobilized. The bowel was re- 
sected 10 em. distal and 25 em. proximal to the 
carcinoma. Because the large bowel was not empty, 
primary anastomosis was contraindicated. Exteriori- 
zation was not possible, because the distal bowel 
was too short. Therefore the pelvic colon was 
closed blindly and the proximal bowel was brought 
out to form a colostomy. A drain was placed in the 
cul de sae of Douglas, and the wound was closed. 
The histologic diagnosis (Chiari) was ulcerative 
carcinoma, partly solid and partly adenomatous, 
which had invaded all layers of the colon wall and 
even the panniculus. The lymph nodes were not 
involved. 

On December 10, two months later, a midline 
laparotomy was done with the region under spinal 
anesthesia. The loops of small bowel were markedly 
bound down. The colostomy was temporarily closed, 
and the transverse portion of the colon was mobi- 
lized. It was not possible to anastomose the bowel, 
because of a short mesocolon. Therefore an inter- 
posed loop of small bowel was anastomosed side 
to end with the pelvie portion of the colon. The 
transverse portion was cut proximal to the colos- 
tomy; both ends were closed blindly, and a side-to- 
side anastomosis was done with the proximal end 
of the interposed loop. The wound was drained and 
closed. The postoperative course was uneventful. 
On Jan. 5, 1948, one month later, the excluded 
colon was extirpated with the colostomy. At this 
time an abscess was seen on the lateral side. In 
addition, the whole small bowel had herniated under 
the anastomosis of colon and interposed loop and 
lay in the left upper abdominal quadrant. The her- 
niated bowel segments were relieved and the meso- 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


DECEMBER, 1950 


colon and transverse colon were sutured to the in- 
terposed loop. Gauze and rubber drains were 
placed, and the abdominal wound was closed. The 
patient did well postoperatively. 

On Oct 3, 1949, two months later, the patient was 
asked to return for follow-up. He had gained 60 
pounds (27.2 Kg.) in weight and was having nor- 
mal stools. He had been free of pain until the last 
two months, but intermittent colicky pain was now 
present. Roentgen examination revealed partial 
intussusception of the interposed loop of small 
bowel (Fig. 3D). 

Success with the interposition of small bowel 


is all the more important for the following rea- | 


sons: In 3 cases I have obtained permanent 
cure of the carcinoma, and in the last case a 
permanent cure is to be expected, judging from 
the histologic report that the lymph nodes are 
free of carinoma. It is well known that, after 
radical operation, carcinoma of the colon yields 
a large per cent of cures. I reviewed my cases 
in 1930. Exeluding those patients who could 
not be followed and those who had died of 
intercurrent disease, 68.7 per cent were free of 
recurrence after periods varying from five to 
nineteen years. (If all patients in the series 
are included, 53 per cent were cured.) There- 
fore, it seems that permanent colostomy should 
be avoided, in order that the cured patients 
may be made valuable members of society and 
that their personal lives may be made worth 
living. 

Nordmann, at the German Surgical Con- 
gress in 1937, reported a case in which inter- 
position of the small bowel was performed 
after resection of the large bowel had been 
done elsewhere for suspected carcinoma. In his 
review of the literature he noted that Nicola- 
doni in 1887 had already suggested this opera- 
tion. It was first successfully performed on 
man in 1908, by Vignolo. In 1935 Quénu eol- 
lected 7 cases of small bowel interposition in 
the literature. In 2 of these cases (those of 
Faltin and Michejda) resection had been done 
because of gangrene of the sigmoid. In the 
case of Reichel the sigmoid had to be resected 
because it had been injured during a uterine 
dilatation and curettage for hydatid mole. 
Reichel then formed a colostomy from the 
proximal colon. After four months he inter- 
posed a 35-em. loop of small bowel between the 
blindly closed pelvie colon and the descending 
colon. 
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In addition to the 5 just reported I have done 
on 2 other occasions a small bowel interposition. 
In the first of these it was necessary to per- 
form gastrojejunal resection and also a two- 
stage colon resection because of a large gastro- 
eolie fistula. In this case, during the second 
operation, a direct anastomosis of the colon 
was not possible. Therefore a loop of jejunum 
was interposed between the two ends of the 
transverse colon. In the second of these 2 cases 
this procedure was necessary because of ex- 
tensive injury to the colon, incurred during an 
induced abortion. 


This was the case of a 27-year-old woman who 
was admitted to my service on April 3, 1947, with 
a uterine perforation associated with an intestinal 
injury and severe anemia. At operation, in addition 
to the uterine perforation, there was a complete 
laceration of the sigmoid, a tear in the descending 
colon in which the seromuscular layer had been sep- 
arated from the mucosa, a hematoma on the left 
side of the transverse colon and a tear in the cap- 
sule of the spleen. The splenic wound was bleeding 
profusely. The pelvie colon was closed blindly; the 
rest of the descending colon was extirpated up to 
the transverse portion, and this portion was brought 
out to form a colostomy. The spleen was removed. 
After these procedures the gynecologist who had 
been invited for consultation did a hysterectomy. 
Blood was given during and after operation. Post- 
operative recovery was slow. 


On September 11, five months later, the patient 
was operated on with local anesthesia of the ab- 
dominal wall and ether anesthesia. The adhesions 
were freed with difficulty. A 40-cm. ileal loop was 
excluded and sutured between the pelvic and trans- 
verse parts of the colon by means of a side-to-side 
anastomosis. The postoperative course was unevent- 
ful, and healing was by first intention. In August 
1948, eleven months !ater, the patient, who had been 
having normal evacuation daily, was admitted be- 
eause of obstruction due to adhesions. However, 
she was discharged after a short stay in which she 
was treated conservatively. On Oct. 3, 1949, about 
two years after operation, a roentgen follow-up 
showed good function both of the bowel and of the 
interposed loop of ileum. Although the patient has 
normal evacuation, there is occasional pain under 
the left costal margin, perhaps due to stagnation 
in the somewhat distended, blindly closed transverse 
portion of the colon. 


In all cases in which it has been necessary to 
anastomose the distal end of the ileum with the 
pelvic portion of the colon I have used the 
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end-to-side anastomosis because this method 
prevents, as far as possible, the occurrence of 
stenosis. Nordmann invaginated the ileum into 
the pelvie portion of the colon and sutured the 
peritoneum of the cul de sae of Douglas to the 
ileal loop. This method has the disadvantage 
of resulting in more frequent stenosis. Also, it 
is not without danger, for thrombosis in the 
mesentery of the ileum may supervene, and as 
a result the invaginated bowel may become 
gangrenous above the peritoneal suture line. 
Quénu discussed Rudler’s report of a case of 
ileocoliec rectoplasty and warned against this 
invagination procedure because he had lost 1 
patient to peritonitis. In his case gangrene of 
the invaginated bowel occurred intraperito- 
neally above the peritoneal suture line and was 
followed by perforation and fatal peritonitis. 
Union between the transverse portion of the 
colon and the proximal end of the excluded 
loop can be done directly by a side-to-side 
anastomosis; or one ean bring out the colon 
and ileum in a double-barreled colostomy and 
later close the colostomy. 


The interposition of small intestine will al- 
Ways remain a rarely used operative proce- 
dure, being indicated only in exceptional cases 
after resection of the left side of the colon. In 
right-sided colonic resection one can always 
join the bowel ends in an ileocolostomy. When 
it is necessary to resect the transverse portion 
of the colon a direct anastomosis of the bowel 
ends is possible by mobilizing, on the one 
hand, the hepatic flexure and the ascending 
part of the colon and, on the other hand, the 
splenic flexure and the descending part. Dur- 
ing World War II, in a six-month period, 
Richter of Linz found it necessary to resect 
the transverse colon in 3 young soldiers, the 
first of whom had carcinoma, the second chronic 
ulcerative colitis and the third traumatie lae- 
eration of the mesentery of the transverse por- 
tion of the colon. Richter resected 22 to 28 em. 
of colon and repaired the defect by means of 
an excluded loop of jejunum. In resections of 
the transverse portion of the colon for carci- 
noma and in more than 30 eases of gastrocolic 
resection for gastric carcinoma that had in- 
vaded the colon, I have found it necessary to 
do a small bowel interposition. I was always 
able to anastomose the bowel ends after mobili- 
zation of the hepatic and splenic flexures. I be- 
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lieve that in the cases reported by Richter in 
which the operations were done in a SS mili- 
tary hospital, a direct anastomosis could have 
been done if the ends of the eolon had been 
adequately mobilized. 

Preservation of the rectal sphincter and of 
continence in the treatment of rectal carci- 
noma is possible only if the carcinoma is 6 em. 
or more from the sphineter. Up to Jan. 1, 1948, 
I had preserved the sphincter in 425 of 603 
radical operations for rectal carcinoma (70.4 
per cent). In many countries—for example, in 
France, England and the United States—ab- 
dominoperineal extirpation has been done and 
is still done for carcinoma that lies 10 em. or 
more above the sphincter. The explanation is 
given that only this operation is sufficiently 
radical and that preservation of the sphincter 
often results in recurrence. This assertion is 
not consistent with the experience of Hoche- 
negg and his associates. Mandl found that, of 
1,000 radical operations for rectal carcinoma 
in Hochenegg’s clinic, 31 per cent resulted in 
a five-year cure after extirpation of the rec- 
tum and sphincter, while in 37 per cent the 
patients were cured when resection was done 
with preservation of the sphincter. In 1940 I 
reviewed my operative results for the years 
1915 to 1935. In these eases 30 per cent of all 
patients discharged from the hospital after ex- 
tirpation of the sphincter had remained free 
from recurrence after periods varying between 
five and twenty-two years, and 40.4 per cent 
of those who were operated on with preserva- 
tion of the sphincter had no recurrence. 

Some authors, in caleulating their perma- 
nent cures, use a different statistical method. 
If patients may be excluded who die within a 
five-year postoperative period, of old age, cere- 
bral vascular accident, or injury of unknown 
cause without evidence of recurrence, then the 
patients who have had permanent cures may be 
compared with those who have died of local 
recurrence or metastases. Using this method, I 
have had a cure rate of 54 per cent after re- 
section and of 45 per cent after extirpation. 
Since carcinoma extends proximally, it is im- 
portant that the satellite nymph nodes in the 
pelvie mesocolon be excised radically. This is 
accomplished more readily in an abdomino- 
sacral operation than in a purely sacral pro- 
cedure. Therefore the largest percentage of 
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permanent cures (46.1 per cent) has been ob- 
tained by abdominosacral resection. In review- 
ing the operative cases in my service from 
1935 to Jan. 1, 1948, Dr. Haffner found in 
1948 that 47.9 per cent of the resections and 
40 per cent of the extirpations had resulted in 
permanent cure. 

As for the technic employed in preservation 
of the sphincter, I consider the method of 
choice to be direct union of the sigmoid with 
the rectum in the sacral wound. This may be 
done either by an end-to-end anastomosis or, if 
the bowel loop is long enough, by a side-to-end 
anastomosis. The latter method has the advan- 
tage of preventing stenosis. 

In eases of highly placed stenosing ecarei- 
noma a three-stage operation is done in order 
to prevent a blowout of the suture line and 
resultant infection of the sacral wound. First 
a transversostomy is done; then, after the 
bowel has been emptied, resection is per- 
formed. It is true that, despite the fact that 
transversostomy results in immobilization of 
the suture line, healing without fistula forma- 
tion is very uncommon; however, most of the 
fistulas close spontaneously after a short time. 
Those that do not heal spontaneously can be 
closed by a plastic procedure. When the wound 
has been healed for three months the trans- 
versostomy is closed. After these operative 
procedures the patients are usually continent 
both of liquid feces and of flatus. 

In 1940 I reviewed cases in which I had op- 
erated for rectal carcinoma up to 1935. Of 58 
resections with end-to-end anastomosis 55, or 
94.8 per cent, resulted in complete continence 
with normal stools. Three patients were only 
relatively continent. In 2 cases a small fistula 
had remained after plastic closure of a large 
saeral fistula. No solid stools were evacuated 
via the fistulas, but a small amount of liquid 
stool drained during episodes of diarrhea 
(which, however, bothered the patient only 
rarely). A 57-year-old patient had to take ea- 
tharties constantly because of high-grade ste- 
nosis of the suture line. When he had taken 
purgatives, he had not been able to retain 
liquid stools long enough, although he was 
completely continent of flatus. I suggested to 
this patient that the stenotic area be resected 
and that the new end-to-end anastomosis be 
treated immediately thereafter with a single 
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Permanent Cures Resulting from Radical Operations for Cancer of the Rectum (1915-1935) 
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5-22 vears without recurrence 

Local Metas- % of % of 
Number | operative cures 


Sacral 


extirpation | 21 | 


Abdominosacral | 
extirpation 


Total 


Sacral 
resection 


Abdominosacral 
resection 66 14 4 


3 | 14 24 36.3 46.1 


Total 


one-third erythema dose of roentgen rays in 
order to prevent excessive scar formation and 
thus keep the anastomosis widely patent. I had 
had this experience in several cases. The pa- 
tient, who lived in Czechoslovakia, would not 
consent to this simple procedure. He died 
thirteen vears after the operation, at the age 
of 70, of a cerebral vascular accident. He had 
remained free from recurrence. 

Stenosis can be prevented, even in patients 
who have a propensity toward overproduction 
of fibrous tissue, by means of a wide side-to- 
end anastomosis. 

Fistula formation after resection can be pre- 
vented by the “Durechziehmethode” of Hoche- 
negg. However, with this method I could 
achieve continence only for formed stool; the 
patients were incontinent of loose stools and 
gas. As a consequence I have abandoned the 
method. 

Fistula formation ean also be prevented by 
abdominal resection. This operation, however, 
is technically difficult, because one must do the 
side-to-end anastomosis in the true pelvis 6 to 
8 em. above the sphineter. The results in this 
procedure are very satisfactory ; the mortality 
is low (in my experience, 2 deaths in 28 ab- 


33.3 


dominal resections) and the patients after 
healing are completely continent. 

The disadvantages of the three-stage resec- 
tion for rectal carcinoma, namely, the fre- 
queney of fistula formation, the necessity for 
further plastic procedures and the longer du- 
ration of treatment, can be avoided by Bacon’s 
method. This method, which Bacon himself 
demonstrated at the first meeting of the Aus- 
trian Chapter of the International College of 
Surgeons, is a considerable advance. His mor- 
tality of only 5 per cent is much less than that 
which results after abdominosacral resection. 
In my material in the last few years the results 
have been better, the mortality rate having 
dropped from 18.4 per cent to 15.2 per cent. 
If continence is as complete as after anastomo- 
sis of the colon with the rectum, the Bacon 
method will become the method of choice in 
selected cases. 

In eases of abdominosacral resection with 
end-to-end anastomosis, if the sigmoid becomes 
largely gangrenous as a result of an inade- 
quate blood supply, e.g., thrombosis in the 
mesosigmoid, then a direct anastomosis of the 
colon to the ampulla of the rectum is possible 
only when the proximal portion of the sigmoid 
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is relatively long and the descending portion 
and splenic flexure can be mobilized. When the 
sigmoid is short one must sacrifice normal 
bowel function. The sigmoid must be cut 
above the level of the pouch of Douglas; the 
distal portion of the sigmoid must be extir- 
pated, the peritoneum of the pouch of Douglas 
closed and the proximal colon brought out to 
form a permanent colostomy and in the iliac 
area. This is more advantageous for the pa- 
tient than a transversostomy, for in the latter 
procedure, after closure of the transversos- 
tomy, the fecal material would remain in the 
left transverse portion of the colon proximal 
to the splenic flexure for a longer time and 
would become harder. Furthermore, transver- 
sostomy is an operation which is used only in 
preparation for resection. It is not intended to 
be permanent, because, particularly if the 
colostomy dressing does not fit well, the pos- 
terior colon wall tends to fold back upon itself 
and to produce a large hammer prolapse. In 
this fold of colon a large segment of small in- 
testine may herniate and become irreducible 
and incarcerated. 

For example, a 73-year-old man underwent trans- 
versostomy on Jan. 2, 1932, because of a highly 
placed rectal carcinoma. Ten days later I performed 
an abdominosacral resection with an end-to-end 
anastomosis. The histological diagnosis by Prof. 
Sternberg was adenocarcinoma without involvement 
of the lymph nodes. The wound healed with forma- 
tion of a small fistula, which closed in a short time. 
However, the patient would not allow closure of 
the transversostomy. Nine years later, on Dee. 2, 
1941, he was admitted to this service with a ham- 
mer prolapse which he was not able to reduce. With 
the patient in the reeumbent position I was easily 
able to reduce the hammer prolapse, which extended 
almost to the symphysis. Because of the danger of 
a laceration of the colon wall, the transversostomy 
was closed in the usual way. After this the patient 
had complete continence and normal stools. 

If a patient in whom a direct anastomosis of 
the mobilized descending colon with the rece- 
tum is not possible asks for the restitution of 
continence, the only procedure possible is an 
interposition of small bowel between the de- 
scending colon and the ampulla of the rectum. 
This operation, which can be done only by the 
abdominosacral route, is an extremely difficult 
procedure. I have performed it on only 4 
oceasions. 
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The method is as follows: With the region 
under spinal anesthesia a lower midline inci- 
sion is made and a 30-40 em. ileal loop is eom- 
pletely excluded; the ends are closed blindly, 
and the continuity of the ileum is restored by 
a side-to-side anastomosis. Then the sigmoid is 
cut above the cul de sae of Douglas. After in- 
cision of the peritoneum of the pouch of Doug- 
las the distal bowel is closed blindly and 
pushed down into the true pelvis. The proxi- 
mal end of the excluded loop is joined to the 
descending colon by means of either a side-to- 
side or an end-to-side anastomosis. The mesen- 
tery of the excluded loop is sutured to the 
posterior abdominal wall. The distal end of the 
excluded loop is pushed down into the hollow 
of the sacrum. The peritoneum of the pouch of 
Douglas is sutured to the mesentery and to the 
ileal loop without its interfering with the 
blood vessels in the mesenterial arcades. The 
abdominal cavity is then closed. With the pa- 
tient lving on his left side, a sacral incision is 
made. After excision of sear tissue, the remain- 
ing part of the colon which lies beneath the 
peritoneum is removed. The ampulla of the 


rectum, which has become closed by sear tissue, 
is opened. The distal end of the ileal loop is 
pulled out of the pelvis and is joined to the 
ampulla of the rectum by means of a side-to- 


end anastomosis. Sulfonamide powder is 
sprinkled in the base of the wound, a drain 
is inserted and the sacral wound is closed. The 
transversostomy remains open until the sacral 
wound is completely healed. Of 4 patients so 
operated on, 1 died. 


The patient who died was a 67-year-old man 
who had had an annular carcinoma for one year, 10 
em. above the sphincter. On June 26, 1942, a tem- 
porary transversostomy was done. The liver was 
free of metastases. An annular carcinoma was pres- 
ent above the level of the eul de sae of Douglas. It 
was noted that there was a short pelvic mesocolon. 
The postoperative course was uneventful. The pa- 
tient was discharged to his home after four weeks 
during my absence and readmitted for radical op- 
eration upon my return. On September 3, two 
months after the transversostomy, an abdomino- 
sacral resection was done with spinal anesthesia. 
There was a carcinoma at the ievel of the pouch 
of Douglas which had invaded the bladder. The 
lymph nodes in the mesosigmoid were enlarged. 
The sigmoid was very short and was therefore mo- 
bilized with great difficulty. Complete suture of 
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the pouch of Douglas was possible from above. The 
abdominal wound was then closed. Then, with the 
patient lying on his side, the Kraske procedure was 
done. The last sacral vertebra was removed. There 
was a large tumor, which was fixed to the left 
side of the periosteum of the anterior surface of 
the sacrum. This tumor was mobilized with great 
difficulty and delivered through the wound. The 
rectum was cut 3 fingerbreadths distal and the colon 
15 em. proximal to the carcinoma. An end-to-end 
anastomosis was done. The proximal portion of the 
bowel was under some tension and appeared to have 
an inadequate blood supply. Two gauze drains and 
a rubber drain were placed in the wound, which 
was then closed. The microscopic sections, accord- 
ing to the report of Prof. Chiari, showed that all 
layers of the bowel wall were invaded by an adeno- 
carcinoma, which had extended even into the peri- 
proctal fatty tissues. Postoperatively there devel- 
oped considerable gangrene of the proximal bowel. 
The sacral wound healed slowly by granulation. 
In March 1943, seven months after operation, the 
patient was readmitted to the surgical service and 
asked for closure of the transversostomy, which, 
however, was not possible at that time. On March 
8 the sacral scar and the fistula were excised. The 
proximal portion of the lumen could not be lo- 
cated. The rectal stump was 5 em. long, with no 
evidence of metastases. 

In June the patient, who had recovered satis- 
factorily, was again admitted to the hospital. He 
asked that the colostomy be closed at all costs; 
therefore a small bowel interposition was under- 
taken on June 13, with spinal anesthesia. A lower 
midline incision was made. Since the sigmoid 
flexure was very short, it was impossible to anas- 
tomose it directly with the rectum. A 30 em. ileal 
loop was excluded. The sigmoid was cut at its 
junction with the descending colon. Both ends were 
blindly closed. The descending colon was joined to 
the proximal end of the excluded loop in a side- 
to-side anastomosis. The distal end of the ileal loop, 
after excision of scar tissue, was pushed down into 
the hollow of the sacrum. The peritoneum of the 
pouch of Douglas was sutured over the excluded 
loop, and the abdominal wound was closed. With 
the patient lving on his left side, the scar tissue 
was removed and the end of the rectum was dis- 
sected free. Then the end of the sigmoid was re- 
moved. The lower end of the excluded loop was 
next pulled out of the hollow of the sacrum and 
joined to the rectal stump by means of a side-to- 
end anastomosis. Sulfonamide powder was sprin- 
kled in the base of the wound, a drain was placed 
in position and the wound was closed. The patient 
died six days after the operation. Autopsy revealed 
fibrinopurulent peritonitis due to insufficiency of 
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the suture line of the anastomosis between the de- 
scending colon and the interposed loop. 


Considering the poor condition of this pa- 
tient (he was 5 feet 7 inches |170.18 em.]| tall 
and weighed 101 pounds |45.8 Kg.|) it would 
have been safer to bring out the ileum and the 
descending portion of the colon in a double- 
barreled colostomy instead of using the direct 
anastomosis. If this had been done, perhaps 
failure could have been avoided. The other 3 
patients were cured. After closure of the 
transversostomy, there was normal stool evac- 
uation. Unfortunately I have not been able to 
follow 2 of the patients, who live outside of 
Austria. According to the family physician. 
the third patient committed suicide because of 
family difficulties three months after closure 
of the transversostomy. Bowel function had 
been completely normal. 

The fact that an interposition of small bowel 
can be successfully carried out after resection 
of the rectum and a considerable part of the 
large bowel has been borne out by the experi- 
ence of Denk in 2 cases. The procedure was 
not done for carcinoma, but rather (in the 
first case) for extensive polyposis involving 
the whole large intestine and (in the second 
case) for severe ulcerative colitis. In both 
cases, by means of multiple stage operations. 
an ileal loop was interposed between the in- 
tact cecum and the ascending portion of the 
colon proximally and the rectum distally. Nor- 
mal bowel function resulted. In a_ personal 
communication Denk informed me that he was 
able to follow the first patient for only a few 
years. During this period the patient had had 
no discomfort, and evacuation had been nor- 
mal. The second patient had had the ileal loop 
anastomosed to an artificial terminal bowel 
because of a diseased rectum. This patient. 
who was followed for many years, has had 
completely normal bowel function and no dis- 
comfort. 

When a carcinoma lies near the sphincter 
or direetly invades it, a sufficiently radical 
procedure involves removal of the sphincter. 
My teacher, Hochenegg, has always created a 
sacral colostomy in these cases. However, for 
thirty vears I have consistently used an ab- 
dominal colostomy in this situation, because 
the patient can more readily maintain per- 
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sonal hygiene. Early in my operative work I 
formed a double-barreled iliac colostomy in 
almost all cases. This procedure was followed 
by a second operation in which the rectum and 
sphincter were removed; the pelvic portion of 
the colon was closed by folding in the end with 
a purse-string suture and then closing the 
peritoneum of the pouch of Douglas over it. 
With this procedure, distal to the double- 
barreled colostomy the bowel ended in a blind 
sae which had to be rinsed regularly in order 
to prevent impaction. This method, which 
Schmieden called “ninteres Einstiilpungsver- 
fahren,” I reserve for old and cachectie pa- 
tients who are unable to tolerate the extensive 
surgical maneuvers associated with an ab- 
dominosacral extirpation and an abdominal 
colostomy. 

In order to produce relative continence after 
abdominosacral extirpation I have been using 
for the past twenty years a method which I 
eall abdominosacral extirpation with subcu- 
taneous colostomy. In this procedure a midline 
incision is made; the sigmoid is cut in its mid- 
dle portion; the distal loop is closed blindly, 
and, after the cul de sae of Douglas has been 
opened, the loop is pushed down into the hol- 
low of the sacrum. Then the peritoneum of the 
cul de sae of Douglas is closed over it. The 
proximal bowel, which was temporarily closed 
by a purse-string suture, is pulled out through 
a small pararectal incision at the level of the 
anterior superior spine. It is brought to the 
midline through a subeutaneous canal and 
sewed at this point to the skin. If the patient 
Wears a support with an aluminum basin to 
collect the stools and if he tightens this belt 
for a short time, he can compress the bowel 
which lies between the skin and the rectal 
sheath and thus retain even gas for a certain 
period, perhaps long enough for a visit to the 
theater or the motion pictures. A few patients 
have made the statement that they can feel 
when the stool enters the subcutaneous portion 
of the colon through the peritoneal ring. T have 
had several female patients who learned to 
regulate their bowel function so that they had 
a bowel movement only every other day. These 
patients give themselves an enema of warm 
water at a temperature of 104 F., after which 
they have several movements within one-half 
to one hour. The bowel then remains empty for 
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forty-eight hours, and some do not wear the 
belt during this period. If they do wear it and 
make it tight, they are also continent for 
flatus. The patients are greatly pleased with 
this method. 

In order to achieve partial continence, 
Kurtzahn and Haecker of Payr’s Clinie have 
published a method of their own. Proximal to 
the iliae colostomy a tube of skin is pulled 
through under the previously exteriorized 
transverse colon. The bowel could thus be tem- 
porarily closed off by putting a rubber stopper 
in the skin tube. The results were excellent. Of 
14 patients, 4 remained completely free from 
discomfort for six to eight vears. I carried out 
this procedure twenty-five vears ago on a 40- 
year-old woman. She was completely cured, 
but was able to use the skin tube for only a 
short time because of eczema. Because of the 
possibility of chronic eczema, I have not used 
the method since. I prefer in these cases the 
subcutaneous abdominal colostomy, which re- 
cults in considerable satisfaction to the pa- 
tient, although it is not a completely adequate 
substitute for a sphincter. 

Witzel in 1903 made the suggestion that the 
sphincter should be removed in every case of 
rectal carcinoma, no matter how highly situ- 
ated. Kraske in 1905 wrote, in reply to the 
statement of Witzel, as follows: “If a man op- 
erates to extirpate a rectal carcinoma which in 
doing so removes a normal and easily pre- 
served sphincter which is such an important 
part of the organism, I must say that such a 
man does the patient a grave injustice and sins 
against the first commandment of operative 
surgery.” It is my conviction that these words 
of Kraske, written forty-four years ago, are 
still entirely applicable. Since the sphincter 
can not be replaced after it has once been re- 
moved, may these words be an exhortation to 
all surgeons to preserve the sphincter in all 
cases in which it is possible. 


SUMMARY 


In carcinoma of the colon it is nearly al- 
ways possible to restore normal evacuation ; 
therefore a permanent colostomy should be 
avoided. If it is impossible after resection of 
the descending colon to anastomose the bowel 
ends, an excluded loop of ileum can be inter- 
posed between the proximal portion of the 
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colon and the rectum. This operation is rarely 
done. In my experience of more than 450 rad- 
ical resections for carcinoma of the colon it 
was indicated in only 5 cases. All 5 of the pa- 
tients were cured. Three of the cures can be 
considered permanent: that of a 65-year-old 
woman operated on ten years ago, that of a 
71-year-old man operated on ten and one-half 
years ago and that of a 73-vear-old man oper- 
ated on five years ago. These patients are still 
living and well and have normal, spontaneous 
stools. In addition, the interposition of small 
intestine was used to restore the continuity of 
the bowel in 2 other cases, 1 in which gastro- 
jejunal resection and two-stage colonic resec- 
tion were done because of a gastrocolic¢ fistula 
and another in which these operations were 
performed because of a laceration of the sig- 
moid and descending colon associated with 
splenic rupture resulting from instrumental 
abortion. Both patients have remained well. 

In cases of rectal carcinoma it has been pos- 
sible for me to preserve the sphincter in 70.4 
per cent of 603 radical operations. The perma- 
nent results of operation with preservation of 
the sphincter were better than those following 
extirpation of the sphincter. Thirty-three and 
one-third per cent of patients who underwent 
saeral resection and 46.4 per cent of those who 
underwent abdominosacral resection remained 
free from recurrence after five to twenty-two 
years; the rate of cure after five vears for 
sacral extirpation was 21.4 per cent and for 
abdominosacral extirpation 37.5 per cent. Of 
patients in whom the sphincter had been pre- 
served, 94.8 per cent were continent even for 
loose stools and flatus after closure of the 
transversostomy. Fistula formation after re- 
section can be avoided either by abdominal 
resection (the anastomosis being performed in 
the true pelvis) or by the method introduced 
by Bacon. 

In the presence of marked involvement of 
the proximal portion of the colon and an in- 
sufficiently long sigmoid, an ileal loop can be 
interposed between the descending colon and 
the rectal stump to restore continuity. This 
operation was done by me in 4 eases, with 1 
death resulting from insufficiency of the suture 
line. 

In eases of carcinoma near the sphincter, a 
subeutaneous abdominal colostomy can be 
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done, in which that part of the bowel which 
lies between the skin and the rectus sheath 
can be compressed by a belt so that the patient 
can retain temporarily the bowel contents and 
even flatus. Because there is no completely ade- 
quate substitute for the sphincter, the surgeon 
will do well to preserve the sphincter if at all 
possible. 
RESUME 

Dans les cas de carcinome du célon, il est 
toujours possible de rétablir l’évacuation nor- 
male, ainsi une cOlostomie permanente devrait 
etre évitée, S’il est impossible aprés resection 
du cdlon descendant d’anastomoser les boutes 
intestinaux, une anse de ileum peut étre in- 
terposée entre la portion proximale du colon 
et du rectum. Cette opération est rarement 
faite. Dans mon experience de plus de 450 
résections radicales pour carcinome du cdlon, 
elle fut indiquée dan 5 eas seulament. Les 5 
cas furent gueris. 3 de ces guerisons peuvent 
étre considérées permanentes. I] y eut une 
femme operée, il vy a dix ans, elle était agée 
de 65 ans, un homme de 71 ans opéré, il y a 5 
ans. Ces malades vivent, sont bien portants et 
ont des selles normales et spontanées. En plus, 
Vinterposition de l’intestin gréle fut employée 
pour etablir la continuité de l’intestin dans 
deux autres cas; un dans lequel une résection 
gastrojéjunale et une résection colonique en 
deux stades furent faites en vue d'une fistule 
gastrologique et d’un autre dans laquelle ces 
operations furent faites parce quwil y avait 
une lacération du sigmoide et du cdlon descen- 
dant associée a une rupture de la rate due a 
un avortement instrumental. Les deux malades 
sont retablis et sont toujours bien. 

Dans les cas de carcinome du rectum, il a 
ete possible pour moi de préserver le sphineter 
dans 70.4% de 603 operations radiecales. Les 
résultats permanents de l’opération avee pré- 
servation du sphincter sont meilleurs que 
ceux dans lesquels il y eut extirpation du 
sphineter. 33 et 14 des malades qui subissent 
une resection sacrale et 46.4% de ceux qui 
subissent une resection abdominosacrale ne 
montrerent aucune récidive pendant 5 a 22 
ans. 

La guérison aprés 5 ans d’extirpation sacral 
fut 21,4% et pour extirpation abdominosacrale 
37,5°C. Des malades dans lesquels, on conserva 
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le sphincter 94,8% purent contenir leurs selles 
et leu gaz apres la fermeture de la transversos- 
tomie. La formation de la fistule apres resec- 
tion peut étre évitée ou par une résection ab- 
dominale (l’anastomose faite dans le vrai 
pelvis) ou par la methode introduite par 
Bacon. 

En présence dune nécrose considerable du 
colon et dun sigmoide insuffisament longue, 
une anse iléale peut étre interposée entre le 
colon descendant et le moignon rectal afin de 
restaurer la continuite. J’ai fait cette opéra- 
tion dans 4 eas. Il y eut un décés résultant d’in- 
suffisance de la ligne de suture. Dans les cas 
de earcinome prés du sphincter une célostomie 
abdominale sous cutanée peut étre faite dans 
laquelle cette partie dans l’intestin placée 
entre la peau et la gaine du rectus peut étre 
comprimée par une ceinture qui permet au 
malade de retenir temporairement le contenu 
intestinal et méme les gaz. Vu quil n’y a 
aucune substitution complétement adéquate 
pour le sphineter, le chirurgien doit préserver 
le sphineter et ne pas le sacrifier quand e’est 
possible. C’est pour les meilleurs intéréts du 
malade. 


ZUSAM MENFASSUNG 


In Faellen von Dickdarmkrebs ist die Her- 
stellung normaler Stuhlgangsverhaeltnisse im- 
mer moeglich, und eine dauernde Dickdarm- 
fistel sollte deshalb vermieden werden. Wenn 
nach einer Resektion des absteigenden Dick- 
darms die Vereinigung der Darmstuempfe un- 
moeglich ist, kann eine isolierte [leumschlinge 
zwischen das proximale Kolonende und das 
Rektum eingefuegt werden. Diese Operation 
wird selten ausgefuehrt. An meinem Material 
von ueber vierhundertfuenfzig Radikalresek- 
tionen wegen Dickdarmkrebses war sie in nur 
fuenf Faellen angezeigt. Alle diese fuent 
Kranken wurden geheilt. Drei davon koennen 
als Dauerheilungen angesehen werden, naem- 
lich die einer vor zehn Jahren operierten fuenf- 
undseehzigjaehrigen Frau, die eines vor zehn- 
einhalf Jahren operierten einundsiebzigjaehri- 
gen und die eines vor fuenf Jahren operierten 
dreiundsiebzigjaehrigen Mannes. Diese Kran- 
ken leben noeh, fuehlen sich wohl und haben 
normalen spontanen Stuhl. Darueber hinaus 
wurde die Einpflanzung einer Duenndarm- 
schlinge zur Wiederherstellung der Kontinui- 
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taet des Darmes in zwei weiteren Faeilen an- 
gewandt. In einem dieser Faelle war wegen 
einer gastrokolischen Fistel eine gastrojejunale 
Resektion und eine zweizeitige Dickdarmre- 
sektion vorgenommen worden. In dem an- 
deren Falle wurden diese Operationen wegen 
Verletzungen des Sigmoids und des absteigen- 
den Dickdarms mit einhergehender Zerrei- 
ssung der Milz als Folge eines instrumentellen 
Aborts vorgenommen. Beiden Patienten geht 
es gut. 

In Faellen von Mastdarmkrebs ist es 
moeglich gewesen, an einem Material 
sechshundertdrei Radikaloperationen den 
Schliessmuskel in 70.5% zu erhalten. Die 
Dauerresultate der Operationen mit Erhaltung 
des Schliessmuskels waren besser als die in den 
Faellen, wo der Sphinkter enfernt wurde. 
33.3% der Kranken, an denen das Kreuzbein 
reseziert wurde und 64.4% derer, an denen 
eine abdominosakrale Resektion vorgenommen 
wurde, blieben fuer die Dauer von fuenf bis 
zweiundzwanzig Jahren frei von Rueckfael- 
len; die Heilungsziffer nach fuenf Jahren be- 
trug 21.4% fuer die Kreuzbeinresektionen 
und 37.5% tuer die abdominosakralen Extir- 
pationen. Von den Kranken, denen der 
Schliessmuskel erhalten wurde, zeigten 94.8% 
eine voellige Kontrolle sogar ueber lockere 
Stuehle und Blaehungen nach Sehliessung der 
Transversumfistel. Fistelbildungen nach Re- 
sektionen koennen vermieden werden entwe- 
der durch abdominelle Resektion (wobei die 
Anastomose im kleinen Becken ausgefuehrt 
wird) oder durch das von Bacon eingefuehrte 
Verfahren. In Faellen, wo eine erhebliche 
Nekrose des proximalen Dickdarmendes_be- 
steht und die Sigmaschlinge nicht lang genug 
ist, kann eine Ileumschlinge zwischen das ab- 
steigende Kolon und den Mastdarmstumpf 
eingefuehrt werden, um die Kontinuitaet wie- 
derherzustellen. Diese Operation ist in vier 
von meinen Faellen ausgefuehrt worden, von 
denen einer infolge einer Insuffizienz der 
Naehte starb. 

In Faellen von sphinkternahen Krebsen 
kann eine subkutane abdominelle Kolonfistel 
angelegt werden, wobei der Teil des Darmes, 
der zwischen der Haut und der Rektusscheide 
liegt, durch einen Guertel komprimiert werden 
kann, sodass der Patient in der Lage ist, den 
Darminhalt und sogar Gase zeitweilig zurueck- 
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zuhalten. Da es keinen voellig zulaenglichen 
Ersatz fuer den Schliessmuskel gibt, wird der 
Chirurg zum Besten seines Kranken ver- 
suchen, den Sphinkter, wenn nur irgend moeg- 
lich, zu erhalten. 


RIASSUNTO 


Nei carcinomi del colon e’ sempre possibile 
ripristinare una normale defecazione: Una 
colostomia permanente va quindi evitata. Se 
dopo una resezione del colon discendente i capi 
intestinali non possono essere anastomizzati. 
si puo’ escludere ed interporre un’ansa intes- 
tinale tra la porzione prossimale del colon ed 
il retto. Questa e’ pero’ un’operazione rara- 
mente eseguita. L’A. ha fatto ricorso ad un’- 
operazione del] genere solamente in 5 casi sopra 
450 resezioni radicali per carcinomi del colon : 
tutti quanti sono guariti. In 3 casi la guari- 
gione puo’ essere ritenuta definitiva. Nel primo 
caso si tratta di una donna di 65 anni operata 
10 anni or sono; nel secondo di un uomo di 71 
anno operato da oltre 10 anni: nel terzo, 
riguardante un uomo di 73 anni, la guarigione 
data da 5 anni. Questi 3 pazienti sono tuttora 
vivi ed in buone condizioni di salute: la de- 
fecazione e’ spontanea e normale. 

L’interposizione di un’ansa del tenue per 
ripristinare la continuita’ dell’intestino e’ stata 
eseguita in altri 2 casi. Ne! primo a comple- 
mento di una resezione gastro-digiunale ed una 
resezione in due tempi del colon per fistola 
gastro-colica: nel secondo per una lacerazione 
del sigma e del colon discendente, con rottura 
della milza, da aborto strumentale. Anche 
questi due casi sono guariti. 

L’A. ha potuto conservare lo sfintere nel 
70,4 delle operazioni radicali per cancro del 
retto: queste ascendono a 603. I risultati de- 
finitivi sono riusciti migliori conservando lo 
sfintere. Nel 33,30 dei pazienti sottoposti ad 
una resezione sacrale e nel 46.4% di quelli 
sottoposti ad una resezione addomino-sacrale, 
la guarigione data da 5 a 22 anni. Dopo 5 anni, 
la perecentuale di guarigione e’ stata del 21.4% 
per le resezioni saerali: del 37,5(7 per le rese- 
zioni addominosacrali. 

Una continenza anche per i gas e per le feci 
liquide e’ stata ottenuta nel 94,87 dei pazienti 
nei quali era stato conservato lo sfintere dopo 
chiusura della transversostomia. La forma- 
zione di fistole dopo la resezione puo’ essere 
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evitata sia mediante una resezione addominale 
(lanastomosi viene eseguita nella cavita’ pel- 
vica), oppure mediante il metodo proposto da 
Bacon. 

Allorquando esiste una notevole necrosi della 
porzione prossimale del colon ed un sigma non 
sufficientemente lungo, un’ansa dellileo puo’ 
essere interposta fra il colon discendente ed il 
moneone rettale. L’A. ha eseguito quest’opera- 
zione in 4 casi: un caso e’ morto in seguito ad 
una deiscenza della linea di sutura. 

Nei carcinomi prossimi allo sfintere si puo’ 
eseguire una colostomia addominale sottocu- 
tanea, in modo che la porzione dell’intestino 
situata fra la cute e la fascia del retto puo’ 
essere compressa da una cintura. I pazienti 
possono cosi trattenere temporaneamente il 
contenuto intestinale e perfino i gas. 

Dato che non esiste ancora una sostituzione 
perfetta dello sfintere, e’ bene che il chirurgo 
tenti ogni mezzo per rispettarlo e per conser- 
varlo nell’interesse del paziente. 


RESU MEN 


En casos de carcinoma del colon es siempre 
posible restaurar la evacuacién normal, de- 
biéndose evitar en consecuencia la colostomia 
permanente. No es posible la anastomosis de 
los cabos intestinales después de reseecién del 
colon descendente, pudiéndose interponer un 
asa excluida del ileon entre la porcién proxi- 
mal del colon y el recto. Esta operacién se 
hace raramente. En mas de 450 reseeciones 
radicales por carcinoma del colon solamente 
estuvo indicada en 5 casos. Estos 5 pacientes 
curaron todos. Pueden considerarse perma- 
nentes 3 de estas curaciones: una mujer de 65 
anos de edad operada hace 10 anos, un hom- 
bre de 71 afios de edad operado hace 10 anos 
y un hombre de 73 anos de edad operado hace 
5 anos. Estos pacientes viven todavia, estan 
bien y tienen evacuaciones del vientre espon- 
taneas vy normales. Ademas, se la inter- 
posicién del intestino delgado para restaurar 
la continuidad intestinal en 2 casos, uno en 
que se hizo reseccién gastroyeyunal y resec- 
cién eédlica en dos tiempos por fistula gastro- 
célica, otro en que se efectuaron dichas opera- 
ciones por laceracién del sigmoides y colon 
descendente asociado con ruptura esplénica 
por aborto instrumental. Ambos pacientes per- 
manecen bien. 


1 
3 
1 
t 
1 
y 
Ne 
1 
1 
t 
2 
3 
[ 
rt 
1 
651 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


En casos de carcinoma recal ha sido posible 
al autor preservar el esfinter en el 70.4% de 
603 operaciones radicales. Los resultados per- 
manentes de la operacién con preservacién 
del esfinter fueron mejores que los consecu- 
tivos a la extirpacién del mismo. El] 33.3% 
de los pacientes en quienes se efectud reseccién 
sacral y el 46.4% de aquellos en quienes se 
efectu6 reseccién abdéminosacral permane- 
cieron libres de recidiva después de 5 a 42 
anos, con indices de curacién después de 5 
anos de 21.4% para la extirpacién sacral y de 
37.5° para la extirpacién abdéminosacral. En 
pacientes en quienes el esfinter fué preser- 
vado, 94.8°% mostraron continencia aun para 
evacuaciones flojas y ventosidades del vientre 
después del cierre de la_ transversostomia. 
Puede evitarse la fistulizacién postreseccién 
por la reseecién abdominal (anastomosis en la 
pelvis verda dera) 0 por el método de Bacon. 

En presencia de necrosis considerable de la 
poreién proximal del colon y sigmoides insu- 
ficientemente larga, puede interponerse un 
asa ileal entre el colon descendente y el munén 
rectal para restaurar la continuidad. El autor 
efectud esta operaci6n en 4 casos, con 1 muerte 
por insuficiencia de la sutura. 

En casos de carcinoma cercano al esfinter 
puede hacerse colostomia abdominal subecu- 
tanea, en la que la parte intestinal compren- 
dida entre la piel vy la vaina del recto puede 
comprimirse con un cinturén, de modo que el 
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paciente pueda retener temporalmente el con- 
tenido intestinal y aun ventosidades. En vir- 
tud de que la substitucién del esfinter no es 
completamente adecuada, el cirujano hara bien 
en preservar todo lo posible el esfinter, para el 
mayor beneficio del paciente. 


Authors Note: I wish to thank Dr. Max Chiari of 
Vienna for translating this paper. I should like also 
to thank Lt. Joseph C. Cullina, U.S.A.F. (M.C.), for 
his great kindness in helping Dr. Chiari translate the 
paper into idiomatic English. 
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Life is the art of drawing sufficient conclusions from insufficient premises. 

Every new idea has something of the pain and peril of childbirth about it; ideas 
are just as mortal and just as immortal as organized beings are. 

We are all agreed that too much faith is as bad as too little, and too little as 
bad as too much; but we differ as to what is too much and too little. 

To himself everyone is an immortal; he may know that he is going to die, but 
he never knows that he is dead.—Samuel Butler 
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Recent Developments in the Diagnosis of 
Thyrotoxicosis 


JOHN HERTZ, M.D., F.I.C.S. 
COPENHAGEN 


tion is on clinical diagnosis. It has long 

been clear that the diagnosis of thyro- 
toxicosis is largely dependent on cardiac 
symptoms, which to a certain extent dominate 
the syndrome. 

In 1923, the year in which Plummer of the 
Mayo clinic published his investigations on 
preoperative iodine treatment, surgeons ob- 
tained, in addition to an epoch-making supple- 
ment, and a unique improvement of the 
prognosis, an important aid in differential 
diagnosis—knowledge of the fact that thyro- 
toxicosis is improved by intensive iodinization. 

Although the central importance of cardiac 
symptoms in this syndrome was established 
in the earliest descriptions (Parry, Graves, 
Basedow), the clinicians of our day were far 
more in the dark as regards another question : 
Which of the cardiac symptoms deserves most 
attention ? Consequently there was ample room 
for the new investigations I have carried out 
at Professor Warburg’s Medical University 
Clinie in Copenhagen. 

The peculiar circulatory dynamics are most 
lucidly demonstrated by preoperative and 
postoperative examinations of the blood pres- 
sure. In order to give an impression of the 
blood pressure amplitude I shall mention that 
the average values for blood pressure, in milli- 
meters of mereury, according to the Mayo 
Clinie material published by Pemberton and 
Willius, are 147 systolic and 73 diastolic; 
material published by the Danish physician 
Jacobsen records values of 148 systolie and 
73 diastolic. In a study of my own the average 
values were 139 systolic and 66 diastolie be- 
fore operation and 126 systolic and 74 diastolic 
on postoperative reexamination, thus showing 
a fall in the systolic and an increase in the 
diastolic blood pressure. 

Figure 1 demonstrates that prior to the 
operation the systolic blood pressure in about 
one-half of the cases was higher than the nor- 
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mal maximum for persons in the respective age 
groups (the full line). On reexamination after 
the operation the systolic blood pressure had 
usually decreased somewhat, and the exces- 
sively high values had fallen to a normal level. 
It will further be seen that the diastolic blood 
pressure had increased. The relation between 
the systolic and the diastolic pressure is plotted 
in a separate diagram, so that the full 
line represents the values with an amplitude 
of 50 per cent; that is, the cases in which the 
diastolic blood pressure amounted to one-half 
the systolic. Thus the excessive preoperative 
amplitude is found to have been reduced con- 
siderably, as a majority of the patients who 
before the operation showed an amplitude of 
40 to 70 per cent showed postoperative values 
of 30 to 50 per cent. 

The increased standard metabolism asso- 
ciated with thyrotoxicosis calls for an increase 
in blood circulation, and it will now be possible 
to get a definite impression as to whether this 
rise is due to an increased pulse rate, a rise 
in the systolic output of the heart, or both. 

It is a well-known fact that the pulse rate is 
increased in cases of thyrotoxicosis. Tachyear- 
dia is perhaps the symptom most constantly 
observed. In this study, as is shown diagram- 
matically in Figure 1, the pulse rate in- 
creased with the increasing basal metabolism. 
even though this rise was somewhat short of 
the normal ratio (the full line). On reexamina- 
tion the pulse rate had become normal and so 
had the basal metabolic rate (Fig. 2). 

Turning to the systolic output of the heart. 
I observed some tendency toward a rise in the 
systolic output with an increasing basal meta- 
bolic rate, but no definite correlation seemed 
to exist between the two constants. The sys- 
tolic output is indicated in Figure 3 by the 
reduced amplitude, the values of which nor- 
mally range around 47 (Ipsen). 

The minute volume of the heart must of 
course be increased. Bansi has found an in- 
crease of 80 per cent; Liljestrand and Sten- 
strém have observed an increase of 80 to 100 
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TABLE 1.—Behavior of P Wave 


Before operation On reexamination 


Compression No compres- Patient Total 
of thetra- sionof the failed 
chea and in- trachea; no to 


ereased P, increased P, return 
Compression 
of the trachea 
and increased 


Compression 
of the trachea 
without in- 
creased P, ... 32 32 
No compres- 

sion of the tra- 

chea and no 

increased P, . 43 3 4 


per cent in 11 patients, with a rise in basal 
metabolism of 64 to 71 per cent. Expressing 
the minute volume of the heart by means of 
the Zander index, which normally varies 
around 35. According to Ipsen, I noted an 
increase in the minute volume with increasing 
basal metabolism. On reexamination the Zan- 
der index fell to a normal level. 

I am consequently able to demonstrate— 
though the reliability of the reduced ampli- 
tude and the “Zander index” must be taken 
with certain reservations—that the minute 
cardiac volume in patients with thyrotoxico- 
sis is considerably increased, chiefly by an ac- 
celeration in the pulse rate but also by an in- 
crease in the systolie output of the heart. 

As to the question whether, in addition, in- 
creased utilization of blood oxygen is present. 
no agreement has been reached. Liljestrand 
and Stenstrém have noted an increase of 20 
per cent and Gladstone an increase of 37 per 
cent, whereas the Danish author Espersen has 
found the rate of utilization to be the same in 
patients with thyrotoxicosis and in normal 
subjects. 

It is a well-known fact that thyrotoxicosis 
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may cause auricular fibrillation. Even the old 
clinicians (Pierre Marie, Kocher, Murray, 
Schulze) observed that arrhythmia occurs with 
a frequency varying from 4 to 9 per cent in 
cases of exophthalmie goiter, and the Danish 
physician Fridericia, as early as 1916, observed 
auricular fibrillation in 6 per cent of 422 pa- 
tients with thyrotoxicosis. The most recent 
statisties show auricular fibrillation present in 
10 to 15 per cent of cases. This symptom may 
—and fairly often does—appear transitorily, 
as has been noted by Fahrenkamp (1914). 
Warburg (1929) and many others. 

The next consideration is the occurrence of 
cardiac symptoms that cannot be diagnosed 
except by means of the electrocardiogram. A 
brief survey of the peculiar features of the P 
wave is indicated (Table 1). 

According to the literature, the P wave has 
been increased in 25 to 60 per cent of cases 
of thyrotoxicosis, the increase as a rule oceur- 
ring in the second lead. In my own experience 
the increase was observed in only 6 per cent, 
but this low frequency may have been due to 
the strictness of the eriteria (Astrup). Ac- 
cording to Astrup, the P wave must exceed 
0.12 second in width and 0.25 millivolt in 
height in order to represent an increase. It 
is interesting that Geraudel has seen the P 
wave in the second lead vary greatly from 
highly positive to negative in periods syn- 
chronous with the dyspneie phases of coinei- 
dent Cheyne-Stokes respiration in a case of 
the very rare syndrome which I have desig- 
nated as “double auricular action with one- 
sided block,” the “double commande auricu- 
laire” of the French. The ground for study 
of the electrocardiographie changes associated 
with anoxemia has been cleared by brilliant 
experimental studies carried out by Kaj 
Larsen (of Professor Warburg’s department). 
who in 18 of 20 patients, ie., 90 per cent 
was able to demonstrate an increase in the P 
wave in the second lead. Even if no exact par- 
allel may be drawn between Geraudel’s ex- 
tremely ill patient, the experiments carried 
out by Kaj Larsen and thyrotoxicosis with 


Fig. 1.—Correlation of data. Reading from left to right and from top to bottom, the graph shows successively 
the relations between preoperative and postoperative systolic blood pressure and the age of the patient; pre- 
operative and postoperative systolic blood pressure levels; preoperative and postoperative diastolic blood pres- 
sure levels; preoperative and postoperative amplitudes of blood pressure; systolic and diastolic blood pressure . 
levels before and after thyroidectomy, and basal metabolism and the pulse rate in patients with thyrotoxicosis. 
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Syeroie pressure 


Systone pressure 


before operation On reervaminotion 


oefore operation 


+98 


Amplitude in % of Systolic pressere 
pressure 
of reexamination At reexaminotion 


No 


before operation 
Before operation 


40 99 
70° 80 90 


pressure 
Systove pressure 


before 
On 


Diastoie pressure Diastone pressure 


98 100 0° #20 


Before operation 
On reexamination 
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compression of the trachea, it is of interest to 
see whether any correlation exists between 
disease of the trachea and the large P wave. 
I have consequently made a study of my own 
material from this point of view. 

My tabulation made it evident that the 
tracheal disease did not persist in any of the 
38 patients in whom the trachea was com- 
pressed prior to the operation. Further, a co- 
incidence of tracheal disturbance and an in- 
creased P wave occurred in 6 of the 38 cases, 
i.e., 16 per cent. If the trachea was compressed 
prior to the operation and there was no change 
in the P waves (82 eases). no such electroear- 
diographie change appeared on reexamination. 
In every instance of coneurrent disease of the 
trachea and increased P wave (6 eases), the 
recovery of the tracheal lesion ran parallel 
with a disappearance of the P wave anomaly. 
These facets tell nothing conelusive about a 
direct etiologic connection between the in- 
creased P wave and compression of the trachea, 
but they may give some useful hints. I have. 
however, been fortunate enough to treat—and 
twice operate upon—a patient whose case af- 
fords reliable and important information con- 
cerning the etiologic connection just men- 
tioned. 


A man 47 years old had rather severe thyrotoxi- 
cosis, the basal metabolic rate being 171 per cent. 
He suffered from severe cardiac symptoms and the 
electrocardiograms showed left axis deviation (low 
T,, diphasie T,) but no changes in the P waves; 
roentgen examination showed no compression of 
the trachea. He was treated with iodine, during 
which treatment T, increased and T. became iso- 
electric. After preliminary iodinization, operation 
was performed. On reexamination two years later 
the patient showed no clinical symptoms of thyro- 
toxicosis, but his basal metabolic rate was 144 per 
cent. He had had a relapse of the type designated 
by Holst as “latent Thyrotoxicosis”’; no cardiac 
symyptoms were present, and the electroeardio- 
grams were normal except for left axis deviation 
and an inereased P,. Roentgen examination showed 
a considerable compression of the trachea. After a 
renewed iodinization and a second operation he 
was cured. The electrocardiograms showed a left 
axis deviation, but the P waves were normal and 
the roentgenograms showed no compression of the 
trachea. 


From the evidence in this ease I think it 
reasonable to conclude that the relatively fre- 
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quent occurrence of an increased P, wave in 
thyrotoxicosis is an expression of the reaction 
of the heart to a mechanical influence upon 
the trachea in the form of a compression, a 
dislocation or perhaps both. 

Many attempts have been made to map out 
the so-called typical electrocardiogram asso- 
ciated with thyrotoxicosis. I shall mention only 
a few facts. In the presence of thyrotoxicosis 
there may be left axis deviation, which in 
some cases disappears after the operation ; or 
there may be left axis deviation with a large S 
wave in the second lead. 

More important, however, are the changes 
in the T waves. These changes have been 
studied by several investigators since Hoff- 
mann, in 1910, first called attention to their 
occurrence. In the literature the T waves have 
been described as increased, small, inverted or 
even diphasic. Now the opinion has been 
reached that the changes may be low, di- 
phasie or, most frequently, inversional. These 
changes have been observed prior to operation 
in 9.4 per cent of my material. It is a remark- 
able fact that inversion of the T waves may 
be transitory, just as the auricular fibrillation 
is transitory, and that even then the changes 
may occur postoperatively, as | have observed 
several times. 

Oceasionally a large Q, has been observed in 
cases of thyrotoxicosis. There may be further 
increased R waves or depression in the S-T 
segment, which I have observed twice; in both 
cases the electrocardiogram was normal after 
the operation. Finally, extrasystoles may be 
encountered (2.1 per cent of my own eases). 

A good deal of interest is attached to the 
occurrence of small deflections in the third 
lead—an anomaly usually taken to signify 
changes in the topographic aspects of the 
heart. In my material this phenomenon was 
encountered in 4 cases, and in 2 of these, both 
of which were eases of nontoxic nodular goiter, 
the electrocardiogram was normal after the 
operation and remained normal. The question 
then suggested itself: Is it possible by thyroid- 
ectomy to alter the position of the heart? 
Naturally, one would hardly expect to encoun- 
ter any great topographic changes, but in both 
of these cases the goiter was very large, endo- 
thoracic and deeply located, extending far 
down into the anterior mediastinum on the 


ar: 
wae 
y 
q 
( 
( 
A e 
be 


VOL. XIV, NO. 6 


HERTZ: THYROTOXICOSIS 


“ 


Fig. 2.—Line graph showing the relation between basal metabolism and the 
pulse rate in patients with thyrotoxicosis. 


left side, aud it is quite conceivable that the 
topographic aspects of the left anterior medi- 
astinum were altered somewhat by the forward 
dislocation of such a goiter. Hence it does not 
seem altogether unreasonable to assume that 
the altered topographic conditions in the 
thorax brought about by the goiter may have 
been the cause of the electrocardiographic 
abnormalities in these 2 cases. 

In the other 2—both cases of nontoxie nodu- 
lar goiter—the electrocardiograms were un- 
changed on postoperative reexamination of 
the patients; nor were any changes of this 
kind to be anticipated, as in neither case did 
the goiter seem likely to alter the internal 
topographic aspects of the thoracie cavity. 

With regard to roentgen examination of the 
heart, reports in the literature are amazingly 
scanty. In my own material, 19 per cent of 
the patients showed cardiac enlargement. The 
cardiae enlargement accompanying this con- 
dition has invariably been moderate. Express- 
ing the width of the heart in percentage of 
the width of the chest, it will normally be less 
than 50 per cent. In this study the widest heart 
observed (except in patients who had cardiac 
disease of nonthyrogenous origin) measured 
57.7 per cent. In 56 per cent the width was 
50 to 53 per cent; in 22 per cent it was 53 to 


+6 per cent, and in 22 per cent it exceeded 
per cent. 

The distribution of these 16 cases may he 
tabulated as follows, according to the width 
of the heart (Table 2). 


TABLE 2.—IWidth of Heart in 16 Cases 


Percentile number 
of patients 


Percentile width 
of the heart 


50-53 
53-56 


56 


It has been emphasized that thyrotoxicosis 
gives rise to a typical change in the form of 
the heart; namely, prominence of the pul- 
monary arch. In my material this change in 
form was observed in 8 cases, and it is rather 
interesting that none of the 8 patients pre- 
sented any increase of the P. wave in the elec- 
trocardiogram. In 6 of these cases of thyro- 
toxicosis the patient showed no other cardiac 
symptoms than a roentgenographically demon- 
strable increase in the width of the heart. 

The roentgen observations on reexamination 
are shown in Table 3. 

Of 6 patients who presented a roentgeno- 
graphie¢ increase in cardiae width, reexamina- 
tion showed a normal heart in 4, while the 
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heart was still enlarged in 2, for no discoy- 
erable reason. In this connection a particularly 
illustrative case may be mentioned. A patient 
was admitted with a greatly dilated heart, but 
shortly after the operation it was noticeably 
smaller; finally, on reexamination, it was nor- 
mal. 

In 6 of the 8 eases in which I observed 
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Fig. 3.—Above, relation between the systolic output of 
the heart (reduced amplitude) and the basal metabolic 
rate in the presence of thyrotoxicosis. Below, relation 
between the minute volume (“Zander value”) and the 
basal metabolic rate in the thyrotoxic patient. 
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prominence of the pulmonary areh this phe- 
nomenon had disappeared on reexamination ; 
it persisted, though to a lesser degree, in 1. 
One patient failed to return for reexamination. 

Thus, it is evident that the roentgenographi- 
cally demonstrable increase in the width of 
the heart due to thyrotoxicosis has a good 
prognosis in operative treatment of the thy- 
roid condition. Some American and French 
authors have claimed that once the heart is 
dilated it does not become smaller after suc- 
cessful operative treatment of the thyrotoxi- 
cosis, even though the other cardiae symptoms 
may subside. These assertions are not con- 
firmed by my experience. On the contrary, | 
have been able to demonstrate that the dilated 
heart will often become smaller, and may do so 
very promptly, when the thyrotoxicosis is 
cured. 

One purpose of this analysis of the cardio- 
vascular symptoms is to point out that patients 
with tachyeardia and increased amplitude of 
blood pressure are probably affected by thy- 
rotoxicosis ; if, in addition, transitory auricular 
fibrillation is present, the probability becomes 
a certainty. It should be emphasized further 
that the cardiovascular symptoms, even the 
auricular fibrillation, do not constitute any 
contraindication for operation; on the con- 
trary, they strengthen an indication already 
present. 

Recent investigations of the clinical features 
of thyrotoxicosis represent an effort to clear 
up another of the more easily accessible clin- 
ical criteria, viz., exophthalmos, a problem all 
the aspects of which are as yet a long way from 
being fully solved. A glance at statistical ree- 
ords shows that in many eases of thyrotoxicosis 
this symptom is absent, its frequency being 
given at figures ranging from 15 per cent in 
Wahlberg’s material to 89 per cent in the ma- 
terial of Brodersen and Harbitz; in my own 
material it is 64 per cent. These figures show 
lucidly that typical thyrotoxicosis may occur 
without exophthalmos. It is a well known fact 
that exophthalmos does not accompany the 
other clinical symptoms after treatment; in- 
deed, in some eases it progresses after treat- 
ment, even in the presence of malignant dis- 
ease (Naffziger). 

Table 4 illustrates a study of my own. 

This table shows that the exophthalmos dis- 
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appeared entirely after the operation in 49.2 
per cent of the 59 patients reexamined (1 
failed to return for reexamination). In 28.8 
per cent of the cases the exophthalmos de- 
creased considerably. Therefore, 78 per cent 
of my patients showed complete recovery or 
considerable improvement of the exophthalmos 
after the operation. Only in 18.6 per cent did 
this phenomenon remain unchanged, and in 2 
patients (3.4 per cent) it was slightly aggra- 
vated, although these patients otherwise re- 
covered completely, showing no residual symp- 
toms of thyrotoxicosis. 

The actual facts concerning the etiology 
and genesis of exophthalmos are few. Theo- 
ries, on the other hand, are abundant, though 
often more or less speculative. Genetically 
they may be classified under three main heads: 

1. Increase in the contents of the orbit. 

2. Contraction of certain orbital muscles. 

3. Hypotonia of the extrabulbar orbital 
muscles. 

Increase in the Contents of the Orbit.—Al- 
though theories that attribute exophthalmos 
to an increase in the orbital contents are the 
oldest of all, they still persist. These theories 
assume that an increase in the retrobulbar 
adipose tissue of the orbit forms the anatomic 
foundation for exophthalmos—a view advo- 
cated by Basedow as early as 1840. 

Three arguments have been brought against 
this view: In the first place, the otherwise ex- 
treme emaciation of these patients, which is 
in striking conflict with the view that an ac- 
cumulation of fat must be the anatomic foun- 
dation for the phenomenon ; second, the nega- 
tive results of autopsy, and finally, the fact 
that exophthalmos may develop so rapidly or 
set in so suddently, disappearing just as 
quickly, that it can hardly be attributed to 
stable anatomic conditions. Several other ob- 
servations tell against this theory: the bulb 
may readily be pressed backward, but it re- 
sumes its protruding position as soon as the 
pressure ceases; and the eyelids are slightly 
edematous and show some venous configuration 
in the more extreme manifestations. This has 
called attention to the possibility that changes 
in the blood content of the orbital vessels may 
play a role in this respeet—a view that finds 
additional support in the observation that 
variations in exophthalmos and in congestion 
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TABLE 3.—Roentgen Data 


Patients Patients Other Prominence Total 
with without pa- of pulmo- 
auricular auricular tients nary 
fibrilla-  fibrilla- arch 
tion tion 


Unchanged 2 
Improved . 1 
Normal... 1 
Failed to 

return ... 


TABLE 4.—Ezophthalmos 


Reexamination Preoperative exophthalmos 


Severe Moderate Slight Varying Total 


Recovered 20% 25% 78.6% 49.2% 
Improved 60% 50% 3.6% 28.8% 
Unchanged 20% 20% 14.3% 18.6% 
Aggravated 5% 3.6% 3.4% 


100% 


Not reexamined 1 1 
Number of 


patients 10 20 29 60 


of blood in the head (cough, labor pains, ete.) 
appear to run parallel. Finally, the degree of 
exophthalmos appears to some extent to depend 
on mental factors and on menstruation. 

Both the arteries and the veins have been 
mentioned in this connection. Kocher attrib- 
uted exophthalmos to dilatation of the arteries 
associated with a secondary increase of orbital 
adipose tissue. This view has been discarded 
now, because (among other reasons) the ex- 
ophthalmos accompanying thyrotoxicosis is 
never pulsatile. It is far more reasonable to 
look for the cause of the exophthalmos in 
dilatation of the veins of the orbit, a view that 
has been advanced by several authors and 
adopted by many investigators. 

Instead of an “either-or” explanation, some 
investigators have considered a “both-and” 
theory; i.e., both a congestion of the arteries 
and a congestion of the veins (Chyostek) as 
the anatomic substratum for exophthalmos. 

Retrobulbar edema has been designated as 
another cause of increase in the orbital con- 
tents (Foster Moore; Cunliffe Shaw). The 
view finds some support in the fact that edema 
of the upper eyelid (Enroth’s symptom) is 
seen occasionally in patients with thyrotoxi- 
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Fig. 4.—Electocardiograms showing changes in the T waves improved by iodinization 

alone. In addition, an increased P wave, occurring simultaneously with a relapse of the 

thyrotoxicosis, is demonstrated. The first set of three records was taken one day before 

iodine treatment was instituted; the second, on the day before operation, and the 
third, on reexamination (relapse of thyrotoxicosis). 


cosis, and it may extend even out into the tem- 
poral region (Wahlberg’s symptom). 

In studies of malignant exophthalmos after 
thyroidectomy, Naffziger was able to demon- 
strate that the volume of the retrobulbar mus- 
cles was often increased enormously (up to ten 
ten times the normal volume), owing to an 
abundant accumulation of fibrous tissue asso- 
ciated with phenomena of degeneration and 
round cell infiltration. 


Askenazy’s classic studies (1898) have also 
demonstrated an interstitial lipomatous mus- 
cular atrophy, which was confirmed by Liechte 
in 1938. He also observed damage to the fibrils, 
with loss of transverse striation and a waxlike 
degeneration. 

Hyperfanction of Certain Optic Muscles.— 
Another group of investigators attribute Base- 
dowian exophthalmos to hyperfunetion of cer- 
tain muscles of the eye. Their attention was 
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focused first on the muscle demonstrated by 
Miiller, the contraction of which was claimed 
directly to force the eyeball forward. Other 
investigations, however, led to the conclusion 
that exophthalmos was due to contraction of 
the muscle described by Landstrom. 

Hypotonia and Elongation of the Orbital 
Muscles—The third group of investigators at- 
tribute Basedowian exophthalmos to hypotonia 
and elongation of the extrabulbar muscular 
apparatus of the orbit, especially the straight 
eye muscles and the orbicularis oculi. The fact 
that total ophthalmoplegia is never associated 
with exophthalmos appears in some degree to 
exclude such a possibility, at any rate as the 
only cause of the exophthalmos. But, of course. 
this does not exclude the possibility that mus- 
cular hypotonia may play some roéle in this 
connection. 

Rundle, of England, appears to have come 
nearest to the solution of this riddle. His in- 
vestigations were submitted at the April 1947 
meeting of the American Association for the 
Study of Goiter. Rundle attached much im- 
portance to the great mobility of the bulb and 
the eyelids. Posteriorly the bulb is a closed 
case; therefore, an increase in the volume of 
the bulb must necessarily press the bulb and 
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the eyelids forward together. If the bulb is 
pressed posteriorly, the eyelids will be pressed 
correspondingly forward. The protrusion most 
frequently measured in thyrotoxicosis is about 
2 mm., corresponding to about 5 per cent in- 
crease in the orbital contents. Rundle divided 
the increase in volume into increase (7) with 
fatty tissue and (2) without fatty tissue, the 
former representing 70 per cent. It is particu- 
larly a question of fibrous adipose tissue; the 
muscles likewise are fibrous and adipose. Run- 
dle, like many others, therefore, considered 
that it must be a question of an increase in 
the fatty content of the orbit, in spite of the 
fact that other organs may be practically de- 
void of fat. Of significance in the clinical pic- 
ture is protrusion of the eyelids, which Run- 
dle considered the most important feature. 
He recommended examination with the pa- 
tient’s eves almost closed. The weak point of 
Rundle’s argument is that he has not taken suf- 
ficiently into consideration the normal changes 
in the orbital contents brought about by ad- 
vancing age. The changes are considerable, far 
exceeding what would be expected, but even so 
I have observed in a few preliminary exami- 
nations the occurrence of degenerative changes 
in the extrabulbar eve muscles. Here and there 


Fig. 5.—Left, roentgenogram of patient with thyrotoxicosis on admission to hospital. Right, same patient 
about two weeks after thyroidectomy. 
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Fig. 6—Degenerative changes associated with thyro- 

toxicosis and exophthalmos. Top, changes in superior 

oblique muscle of woman aged 44; bottom, degenera- 

tion and fatty deposits in orbital muscle of woman 
aged 55. (xX 670.) 


the myofibrils present indistinct transverse 
striation or no striation at all, with certain 
fibrils in a state of “granular crumbling.” In 
certain places accumulations of lymphocytes 
are evident in the interstitial tissue, as well 
as a considerable deposition of fatty tissue. 
Therefore, at least as far as the muscles are 
concerned, I am able to confirm Rundle’s ob- 
servations; with regard to the retrobulbar fat 
T shall not venture to express an opinion. 

As regards etiology, attention was first fo- 
cused on the cervical sympathetic nerve, and 
both toxie and mechanical causal factors have 
been suggested. That a mechanical influence of 
the cervical sympathetic nerve may have a 
certain importance can hardly be doubted, as 
hemithyroidectomy is able to make exophthal- 
mos disappear on the operative side, while it 
persists on the other side. 
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In one of my cases a women 29 years old 
had a deep, extensive goiter, almost reaching 
the vertebral column. The manipulations con- 
nected with its exposure caused transitory 
pressure upon the cervical sympathetic nerve, 
resulting in paralysis of the vasoconstrictors 
in the homolateral half of the face. 

In another case a woman aged 22 showed . 
ocular symptoms that seemed ascribable to the 
cervical sympathetic nerves. A marked ac- 
centuation of the exophthalmos on the left side 
during and after the operation may well have 
been due to irritation of the cervical sympa- 
thetic nerve through the manipulations per- 
formed posteriorly, or perhaps, although less 
probably, to paralysis of the right cervical 
sympathetic nerve. The thyroidectomy abol- 
ished the irritating pressure, and the exoph- 
thalmos subsided, particularly on the side 
where this pressure was more troublesome. 
That it was more persistent on the other side 
is perhaps more difficult to explain, but this 
may possibly have been due to deep sear for- 
mation or to the markedly posterior loeation 
of the remnant of the gland. 

In a third case, that of a woman aged 22, 
the conditions were even more variegated. 
Here too, the findings were suggestive of in- 
volvement of the cervical sympathetic nerve ; 
the disease started with ordinary exophthal- 
mos on the right side, combined with Hor- 
ner’s syndrome on the left ; the latter subsided 
spontaneously. During the operation the large 
retrotracheal goiter, which was larger on the 
left side, required some vigorous manipulations 
in order to expose it. It is not surprising that 
these manipulations produced paralysis of the 
cervical sympathetic nerve, which temporarily 
resulted in a complete Horner’s syndrome on 
the right side. After the operation, a remnant 
of the previous paralytic complex on the left 
side (Horner’s syndrome) persisted, whereas 
the preoperative hippus disappeared after the 
operation—an occurrence difficult to explain. 

Several facts lend support to the view ad- 
vanced by Holst concerning the development 
of exophthalmos as a result of venous dilata- 
tion which secondarily gives rise to other 
phenomena (edema and induration of the 
orbital contents). The cause of this venous 
stasis is still obscure, though an increasing 
number of observations have pointed toward 
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the cervical sympathetic system. [It has become 
inereasingly evident that the exophthalmos is 
more likely to be due to a complex of factors, 
or that in thyrotoxicosis the exophthalmos and 
the goiter are coordinate results of the same 
causal process; recently, indeed, several au- 
thors have looked elsewhere for a deeper cause 
of these phenomena. 

At present I am not prepared to take a 
definite stand as to the question of etiology 
with regard to exophthalmos. The aim of the 
present survey is merely to review the facts 
and theories that have appeared in the litera- 
ture so far, together with some of my own ob- 
servations. 

One fact should, however, be stressed, a 
well-known fact that has not always been given 
due attention : that in most cases exophthalmos 
is a reversible process, disappearing in about 
one-half of the cases. 

Another typical symptom is the alteration 
of the basal metabolism. This is of some help 
making the diagnosis, and also, more particu- 
larly, in estimating the severity of the disease. 
It is not, however, entirely reliable. I have seen 
patients with so-called “normal” basal meta- 
bolic rates whose condition I had no hesitation 
in diagnosing as typical thyrotoxicosis, even 
as presenting the classie picture of exophthal- 
mie goitre. 

The basal metabolism, the pulse rate and 
the loss of weight constitute the numerical 
criteria at our disposal, and the most reliable 
of these is the basal metabolism. Increasing 
basal metabolic rates are accompanied to a 
fairly corresponding degree by an increasingly 
low pulse rate, as is evident from Figure 2. 

There is, furthermore, a certain correlation 
between the basal metabolism and the loss of 
weight, as most patients with thyrotoxicosis 
are underweight by normal standards. Never- 
theless, it has not been possible to demonstrate 
any particular proportional correlation be- 
tween the two factors. It is true that a high 
rate of basal metabolism (i.e., over 180 per 
cent) is associated with particularly marked 
underweight (i.e., about 20 per cent), but the 
correlation is too feeble to be suitable for any 
exact clinical or scientific judgment of the 
patient in question. Further, it is to be kept 
in mind that a moderate degree of obesity does 
not exclude the possibility of thyrotoxicosis. 
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Fig. 7—Top, degenerative changes in medial rectal 


muscle of woman aged 44; bottom, degenerative 
changes in lateral rectus muscle of woman aged 44. 
(X 670.) 


In my material, a couple of overweight pa- 
tients presented a severe degree of thyrotoxi- 
cosis ; one of them, with a basal metabolic rate 
of 169-181 per cent, weighed 79.5 Kg. (height 
167 em.), and the other showed a basal meta- 
bolic rate of 155-172 per cent and weighed 
68 Kg. (height 159.5 em.). 

It is not possible, then, to measure the degree 
of thyrotoxicosis or to express it accurately on 
the basis of weight loss alone, and an expres- 
sion of the severity of the disease by means of 
the pulse rate alone involves considerable tech- 
nical difficulties, besides being unreliable on 
account of the great lability, which is one of 
the most important signs of thyrotoxicosis. 

In conelusion, there are several different 
forms under which thyrotoxicosis may appear, 
and which do not seem to be as well known as 
they should be. I have reported a ease in which 
there was enlargement of the P waves, which 
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Fig. 8.—Relation between body weight and the basal 
metabolic rate in the presence of thyrotoxicosis. 


is clearly illustrative of the form which Holst 
has designated “latent thyrotoxicosis,” a mor- 
bid state in which there are no manifest clini- 
cal signs of thyrotoxicosis, its presence being 
revealed by determination of the basal metab- 
olism. 

Attention should also be directed to the 
type Lahey has called the “apathetic type.” 
which perhaps represents a late stage—a 
“burnt-out” stage (Crile)—really a far more 
dangerous form than the active. This “apa- 
thetie type” is seen relatively often in elderly 
patients, who present no particularly active 
picture. They often have cardiae symptoms, 
but only moderate tachyeardia ; they are often 
subjected to a very radical operation, after 
which they enter into a postoperative state of 
apathy leading to death in deep apathy, which 
forms a striking contrast to the wild excitation 
of the typical postoperative thyrotoxie storm. 

I shall not deal in detail here with recent 
investigations of the diagnosis of this condi- 
tion by means of radioactive iodine and Gei- 
ger Counter, as submitted by Chapman of 
Boston. First, I consider it outside the scope 
of a clinical account, and second, I find that, 
however interesting these studies may be from 
a theoretical point of view and however great 
significance they may prove to have scien- 
tifically, for the moment at least they fall out- 
side the seope of practical clinical diagnosis. 

On the other hand, it is to be expected and 
sincerely hoped, that determination of the or- 
ganic iodine fraction may be utilized to a 
somewhat greater extent than it has been 
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heretofore. As early as 1928 Holst made some 
investigations on this subject, as did Gerda 
Biilmann in 1938; on account of technical dif- 
ficulties associated with the analysis it has, 
unfortunately, been employed far too little, 
but this method seems to me to be the way in 
differential diagnosis and in the estimation of 
the effect of treatment. 


SUMMARY 


In the author’s opinion, the most important 
clinical criterion for thyrotoxicosis is the com- 
bination of tachyeardia and increased pulse 
pressure; when to these is added an unex- 
plainable perpetual arrhythmia, in some cases 
transitory, a syndrome exists which is tanta- 
mount to thyrotoxicosis. The presence of ex- 
ophthalmos, especially after examination with 
almost closed eyes, will, of course, greatly sup- 
port the diagnosis when present; the absence 
of it means very little. 

The basal metabolic rate provides an ex- 
cellent measure for the degree of thyrotoxico- 
sis, but the tachyeardia will, as a rule, greatly 
assist the surgeon’s judgment. Loss of weight 
is a reliable symptom but does not indicate 
much about the degree of thyrotoxicosis. 

As regards indications for active treatment, 
especially operative intervention, the cardiac 
complications are no contraindication ; on the 
contrary, they intensify the indications. 

Determination of the organic iodine frac- 
tion should be considered a regular feature in 
diagnosis. 


RESUME 


Dans l’opinion de l’auteur, le critérium 
clinique le plus important pour la thyrotoxi- 
cose est la combinaison de tachyeardie et d’aug- 
mentation de pression arterielle. Quand a 
cela est ajoutée une arrythmie perpetuelle in- 
explicable dans certains cas transitoires, un 
syndrome existe qui indique la thyrotoxicose. 
La présence d’exophthalmie surtout aprés 
examen avee les yeux presque fermés, sup- 
portera naturellement le diagnostic; son ab- 
sence signifie peu. 

Dans le taux metabolique basal, nous avons 
une excellente mesure pour le dégré de thyro- 
toxicose mais la tachyeardie en général nous 
est d’une grande utilité. L’amaigrissement est 
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un symptome de valeur mais n’indique pas le 
dégré de thyrotoxicose. 

En ce qui concerne les indications pour le 
traitement actif, surtout opératoire, les com- 
plications cardiaques ne sont d’aucune contre 
indication au contraire, ils intensifient les 
indications. 

La determination de la fraction de l’iode 
organique devrait étre considérée comme utile 
dans le diagnostic. 

RIASSUNTO 

Il criterio clinico piv’ importante per la 
diagnosi di tireotossicosi e’ l’associazione di 
tachicardia e di ipertensione: la diagnosi 
diventa ancora piu’ sicura allorquando si ag- 
giunga un’aritmia talvolta temporanea, tal- 
volta persistente, che non puo’ essere altri- 
menti spiegata. La presenza, 0 meno, di un 
esoftalmo ha invece un’importanza relativa: 
nel senso che la mancanza di un esoftalmo non 
esclude di per sé una tossicosi. 

I] metabolismo basale e’ un ottimo indice 
del grado di tossicosi: minore importanza ha 
invece un’eventuale perdita di peso. La diag- 
nosi dovrebbe sempre includere una deter- 
minazione della frazione organica dell’iodio. 

In quanto alle indicazioni per un intervento 
operativo, l’A. ritiene che le complicazioni 
cardiache non rappresentino una controindica- 
zione: all’opposto queste renderebbero |’inter- 
vento piu’ imperativo. 


ZUSAM MENFASSUNG 


Nach meiner Auffassung ist das wichtigste 
Kennzeichen der Thyreotoxikose die Kombina- 
tion von Herzbeschleunigung und erhoehtem 
Pulsdruck ; kommt dazu noch eine unerklaerte 
dauernde oder—in manchen Faellen—vor- 
uebergehende Arrhythmie, dann liegt ein Syn- 
drom vor, das gleichbedeutend mit Thyreo- 
toxikose ist. Das Bes‘ehen eines Exophthalmus. 
besonders bei Untersuchung mit fast geschlosse- 
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nen Augen, wird natuerlich die Diagnose we- 
sentlich stuetzen, seine Abwesenheit aber ist 
von geringer Bedeutung. Der Grundumsatz 
gibt uns einen ausgezeichneten Maasstab fuer 
den Grad der Thyreotoxikose, in der Regel 
wird aber die Pulsbeschleunigung ein grosses 
Hilfsmittel in unserer Beurteilung sein. Ge- 
wichtsverlust ist ein zuverlaessiges Symptom. 
besagt aber nicht viel ueber den Grad der 
Thyreotoxikose. Was die Indikationen zu ak- 
tiver Behandlung, besonders der chirurgischen, 
betrifft, so stellen die Herzkomplikationen 
keine Gegenanzeige dar; im Gegenteil, sie un- 
terstreichen die Indikationen. 

Die Bestimmung der organischen Jodfrak- 
tion sollte als ein regelmaessiger Bestandteil 
der Diagnostik gelten. 


RESUMEN 


En opinién del autor, el criterio clinico 
mas importante para la tirotoxicosis es la com- 
binacién de taquicardia y aumento de la pre- 
sién arterial. Cuando a esto se agrega una 
arritmia continua inexplicable existe un sin- 
drome que es equivalente a tirotoxicosis. La 
presencia de exoftalmia, especialmente después 
del examen con los ojos casi cerrados, apoyara 
grandemente el diagnéstico en caso positivo, 
teniendo en caso negativo escasa significacién. 

En el metabolismo basal se tiene una ex- 
celente medida del grado de la tirotoxicosis. 
pero la taquicardia asistira grandemente como 
regla a nuestro juicio. Un sintoma seguro es 
la pérdida de peso, pero no es indicacién bas- 
tante del grado de tirotoxicosis. 

En lo que atane a las indicaciones para el 
tratamiento activo, especialmente la inter- 
vencién operatoria, no constituyen contraindi- 
cacién las complicaciones cardiacas, pues al 
contrario refuerzan la indicacién. Habria de 
considerarse regularmente en el diagnéstico 
la determinacién de la fraceién de iodo or- 
@anico. 
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Clinically Benign Gastric Ulcer 


J. ALBERT NIGRO, M.D., A.I.C.S. 
KANSAS CITY, MISSOURI 
O. T. CLAGETT, M.D., F.A.C.S.,* ann C. G. MORLOCK, M.D. 
ROCHESTER, MINNESOTA 


LOGICAL, scientific approach to elin- 
A ically benign gastric ulcer has not 

been universally accepted, only because 
of failure to realize the potentialities of such 
a lesion. To obtain a conerete basis justifying 
the surgical treatment of clinically benign 
gastrie ulcers, 400 cases from the Mayo Clinic 
observed in 1942 and 1943 have been thor- 
oughly studied. The investigation excluded any 
case in which malignant disease was expected 
after complete history, physical examination 
and laboratory procedures were done, includ- 
ing roentgenologie and gastroscopic examina- 
tions. In order to give the proper treatment, 
statistics were compiled which would be use- 
ful in determining the nature of the lesion. 
It was thought that such data as the size and 
location of the gastric uleer might be helpful, 
since there are many controversial opinions 
regarding these points. 

The most common clinical symptoms are 
pain, hemorrhage, vomiting, changes in weight 
and alimentary relations. Whether or not these 
symptoms would help to determine the possi- 
bility of malignant disease could be proved 
only by a thorough review of the history of 
patients submitted to surgical treatment and 
the ulcers available for histologic interpreta- 
tion. 

In spite of all human faculties and the aid 
of modern technical procedures, there is enough 
possibility of error in diagnosis to indicate 
that no person should accept the responsibility 
of telling a patient that he has a benign ulcer 
without recognizing the possibility of cancer. 

Although it is primarily true that in cases 
of duodenal ulcer one should treat the patient 
rather than the ulcer, in the presence of gas- 
trie ulceration it may be well to treat the ulcer 
primarily and the patient secondarily. To han- 
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dle the situation successfully one must be able 
to answer these questions: 

1. What percentage of c¢linically benign 
gastric ulcers are malignant ? 

2. What is the ultimate outcome of medi- 
cally treated gastric ulcers? 

3. What is the ultimate outcome of surgi- 
eally treated gastric ulcers? 

4. What is the surgical mortality ? 

The fact must be accepted that patients 
treated medically for gastric ulcer show a nota- 
ble percentage of recurrence and later show 
proved gastric carcinoma. In order to deter- 
mine the surgical management it is necessary 
to familiarize oneself with the morbidity, mor- 
tality, and recurrence rates that follow opera- 
tions on the stomach for gastric uleer. What 
road to follow is to be the ultimate purpose of 
this study. 


REVIEW OF LITERATURE 


Age is a factor in considering mortality but 
not in itself a contraindication to surgical 
treatment, as has been shown by Clagett! (Ta- 
ble 1). 

Eusterman’® wrote that the average age of 
patients with small carcinomas is 52.9 years 
and of those with ulcers 48.5 years; that ulcer 
is twenty times more common than carcinoma 
in the third decade of life. According to Priest- 
ley,* about 7 per cent of patients with gastric 
carcinoma on whom gastric resection was per- 
formed were 40 years of age or less. Allen* 
stated that patients over 50 who have gastric 
ulceration with symptoms of less than one 
year’s duration are apt to have cancer rather 
than ulcer in the ratio of 5:1. If the symptoms 
have existed for five vears, the patients are 
apt to have benign ulcer rather than a cancer 
in the ratio of 5:1. 

The heredity factor in gastri¢ carcinoma has 
been shown by Bauer® to be four times more 
likely to oecur in families with an ulcer history 
than in families without ulcers. The family 
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history in the cases studied was not indicative 
of any diagnosis. 

Walters, Gray and Priestley® stated that 31 
per cent of 6,242 patients with cancer of the 
stomach had a history of uleers. Pain, accord- 
ing to Steigmann,’ in a large ulcer is likely to 
be continuous and not sharply localized, 
whether the ulcer is benign or malignant. 
Chamberlin‘ said that the majority of patients 
with peptic ulcer have classic symptoms and 
that in the presence of atypical symptoms one 
must be skeptical as to the presence of an ulcer. 

Wilbur’ classified the symptoms of gastric 
carcinoma into three categories: (1) “typical” 
when the patient has anorexia, postprandial 
discomfort, belching and bloating, nausea, oc- 
casional vomiting and, later, loss of weight and 
weakness—about half the patients present this 
complex; (2) “uleer” exhibiting the pain-food- 
ease sequence, and (3) “nondeseriptive” when 
there are vague and insidious symptoms, such 
as gradual weakness, loss of weight and unex- 
plained secondary anemia. It is easy, therefore, 
to see the overlap of general symptoms in try- 
ing to distinguish benign from malignant le- 
sions. 

One must not forget the three factors 
brought out by Priestley,’° which are com- 
monly responsible for failure to recognize gas- 
trie lesions which are still in the curable state : 
1. The “lesion factor.” Because of its position 
the lesion may grow to a considerable size be- 
fore any disturbance is noted in the normal 
physiologie processes of the stomach. With no 
mechanical obstruction and little physical dis- 
comfort, it is hard to discover this lesion with- 
out the aid of routine gastric roentgenograms. 
2. The “patient factor.” Quite often the pa- 
tient, perhaps because his symptoms are mild, 
fails to seek treatment or tries to treat himself 
with commercial remedies. Financial or social 
obligations may also be hazards. 3. The “physi- 
cian factor.” In some cases, because of lack of 
correlation of all data after a thorough history 
and physical examination, the need for roent- 
gen study is overlooked. Competent interpre- 
tations of the roentgenograms is, of course, 
essential. Unfamiliarity with the possible be- 
havior of gastric ulcers may be the cause of 
faulty therapy. Table 3 (Gray’') shows that 
delay in roentgen examination plays a defi- 
nite role in prognosis. 
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TARLE 1.—Major Operations on Patients Aged 65 
Years or More at Mayo Clinic, 1989-1940 (Clagett') 


Hospital deaths 


Age, Per cent of 
years Patients Operations Number operations 


65-69 36 (OF 8 
75-79 
80-84. 
85-89 
Total 1,204 1,364 9 


*Two patients in this group also are included in the 
previous age group; therefore they are counted only 
onee in the total. 


A change in the early symptoms may sug- 
gest malignancy in what was thought pre- 
viously to be a benign ulcer. Kirklin and 
Eusterman’? have warned that a malignant 
lesion may be characterized by a more con- 
tinuous course, loss of the pain-food-ease se- 
quence, a more or less constant dull ache, and 
an onset of nausea with loss of appetite. 

Warner’® has computed that in approxi- 
mately 30 per cent of all cases of carcinoma 
of the stomach an ulcer type of dyspepsia is 
present and that 80 per cent of the patients 
show temporary relief of remissions under 
medical treatment, which suggests that malig- 
nant ulcers do temporarily heal to some extent. 

Examination of the stools for oceult blood is 
an important diagnostic procedure for evaluat- 
ing response to medical treatment and an aid 
in diagnosing gastric lesions, as has been shown 
by Gutman." Piersol and Bertz'® have said 
that 75 per cent of gastrointestinal hemor- 
rhages originate in the gastroduodenal area. 
Gastric hemorrhage has an effect on surgical 
intervention in proportion to its severity 
(Gray and Stalker’®). 

Hematemesis (Rivers and has 
been caused by intrinsi¢ gastroduodenal lesions 
in 91 per cent of their series of cases. 

According to Kahler and Windsor,'* the 
normal gastric PH is 1.6 to 1.8 and a PH of less 
than 2 is necessary for peptic activation. The 
amount of free hydrochloric acid necessary to 
bring an average meal to the normal physio- 
logic postmeal range would be slightly over 
100 ee. of normal hydrochloric acid. In eases 
studied by Wolf and Wolff,’® increased acid 
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Patients 65 Years of Age or More, 1939-1940 (Clagett') 


Operations 


Operable lesions 
Hospital deaths 
Number Per cent Number Per cent 


Tnoperable lesions 
Hospital deaths 


Benign 76 


Malignant 


Malignant Lesions of the Stomach (Clagett') 


Number 


Number Per cent 


Men 


14 13 


Women 


TABLE 3.—Malignant Lesions of the Stomach (Gray") 


7 


Average number of months from 


Duration Cases, Onset of symptoms Examination by physician 
of per to examination to roentgen examination 

Symptoms cent by physician of stomach 

6 months or less 45 1:9 0.9 

7-12 months 11 1.8 5.1 

13-24 months 18 2.8 13.3 


More than 2 years 


secretion produced by anxiety, hostility and 
resentment caused vigorous contractions of 
the stomach. This hypermotility produced hy- 
peremia and mucosal erosions, which, when in 
contact with acid gastrie juices, produced fur- 
ther secretions and engorgement. Prolonged 
exposure was responsible for the development 
of chronie gastric ulcer. The mucus secreted 
from the mucosa produced a protecting layer 
over these small erosions and thereby enabled 
them to heal within a few hours. If they did 
not heal, an ulcer developed. 

Hener and Holman*’ analyzed 163 eases in 
which gastri¢ resection and gastroenterostomy 
had been performed for peptie ulcer. Postop- 
eratively only 37.4 per cent of the patients had 
achlorhydria or low acidity, yet 83.4 per cent 
gave satisfactory clinical response, which in 
the opinion of these authors proved that reduc- 
tion of acidity was not the only factor in main- 
taining clinical results. After gastroenteros- 
tomy there is no significant change in gastric 
acidity, yet 75 per cent of the patients were 
asymptomatic for six to ten years. Hener and 
Holman concluded that acid dilution and neu- 


tralization, rather than acid reduction, is the 
effective means of achieving these satisfactory 
clinical results, and that acid dilution and neu- 
tralization is the important factor in the 
genesis of the ulcer. 

In the experience of Holman and Me- 
Swain,”? when the antrum of the stomach was 
removed 25 per cent of the patients showed 
postoperative acid reduction or anacidity. 
When one-half to two-thirds resection was per- 
formed, plus resection of a portion of the 
lesser curvature, 80 per cent showed reduced 
acid levels or anacidity, and when more than 
two-thirds of the stomach was resected, 90 per 
cent gave evidence of these conditions. 

Wangensteen”’ and Ivy and his co-workers" 
found that jejunal pedicle grafts were ineffec- 
tual in changing gastric acidity. 

In the cases of Winkelstein and Berg,” pa- 
tients who underwent partial gastrectomy for 
gastric ulcers on the lesser curvature became 
achlorhydrie and had no recurrences. Only 50 
per cent of patients undergoing extensive gas- 
trie resection for duodenal ulcer were appar- 
ently achlorhydric. Most patients who had 
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duodenal ulcers associated with high preopera- 
tive acid levels and underwent partial gastrec- 
tomy accompanied with subphrenic section of 
the vagus nerve remained achlorhydric post- 
operatively. These authors, therefore, recom- 
mended subphrenic anterior or anterior plus 
posterior vagotomy, alone or with gastrie pro- 
cedures. 

Merendino and his associates*® showed that 
caffeine is a stimulating agent which increases 
gastric acidity and suggested that caffeine con- 
taining beverages be withheld from ulcer pa- 
tients. 

Harper*® expressed the opinion that develop- 
ment of hyperacidity due to reflex nervous 
stimulation follows the formation of duodenal 
ulcers. 

Carman” and Kirklin*’ have deftly utilized 
barium studies of the stomach to help differen- 
tiate the malignant from the benign lesion. 
The meniscus complex, which is a meniscal 
form of crater surrounded by a translucent 
zone (the overhanging edge of the crater), al- 
most invariably means malignancy. Certain 
carcinomatous ulcers show only a niche in the 
stomach similar to that of a benign ulcer. If 
the crater is irregular and there is absence of 
normal motility and tenderness, or if the sur- 
rounding rugae of the mucosa are absent, ma- 
lignaney is probably present. An increase in 
the size of the crater is held to be suspicious, 
as is the location of an ulcer situated on the 
ereater curvature. 

Kirklin and Eusterman’ have shown in con- 
trast that an uleer with a smooth crater, nor- 
mal rugae, marked spasm and tenderness is 
in all probability benign. 
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TABLE 4.—Results of Medical Treatment of Gastric Uleer 
(Judd and Priestley™) 


CLINICALLY BENIGN GASTRIC ULCER 


Scott, Merle and Mider*? have warned 
against confusing prepylorie ulcer with duo- 
denal ulcer on roentgen examination. 

An interesting report from Kirklin and Me- 
Carty’ concerned 190 cases of uleerous prepy- 
lorie lesions analyzed after roentgen inter- 
pretation. Cases in which carcinoma were defi- 
nitely diagnosed were excluded. Breaking 
down these cases into four brackets, we have 
the following roentgen interpretation and 
pathological observations : 

1. In 47 eases the niche-producing lesion 
was purely ulcerous, without signs of malig- 
nant growth. The pathologic observations were 
as follows: 

Benign prepyloric ulcer, 34 cases 

Malignant ulcer, 5 cases 

Uleerating carcinoma, 3 cases 

Duodenal ulcer, 5 cases 

in this group about 15 per cent of the le- 
sions were malignant. 

2. In 26 cases the diagnosis was ulcerating 
lesion at the pylorus. The pathologie observa- 
tions were as follows: 

Benign prepyloric ulcer, 9 cases 

Malignant prepyloric ulcer, 2 cases 

Uleerating carcinoma, 10 cases (5 of the le- 

sions were reported as probably malig- 
nant) 

Duodenal ulcer, + cases 

Carcinoma of the pancreas, 1 case 

3. In 100 cases a diagnosis of obstructing 
lesions at the pylorus was made, with the fol- 
lowing pathologice observations. 

Benign prepyloric ulcer, 9 cases 

Uleerating carcinoma, 43 cases (19 lesions 
were reported as probably malignant ) 


Result 


Cases Per cent 


Cure 


68 46.5 


Symptoms absent if medical regimen is followed 23 15.8 


Gastric ulcer present roentgenologically 7 4.8 
Operation for gastric ulcer 16 11.0 
Definite evidence of carcinoma developed 14 «= 9.6 

0.7 


Death from hemorrhage 


Deaths from unrelated causes 


Total 
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Duodenal ulcer, 44 cases 

Carcinoma of the pancreas, 3 cases 

Carcinoma of the gallbladder, 1 case 

4. In 17 eases a diagnosis of duodenal ulcer 
was made. The pathologic observations were: 

Duodenal ulcer plus benign prepylorie ul- 

cer, 2 cases 

Benign prepylorie ulcer, 9 cases 

Malignant prepylorie ulcer, 1 case 

Uleeration carcinoma, 5 cases 

Gastroscopie examinations, with gastropho- 
tography as described by Rafsky,*' is helpful 
in a number of eases. Templeton and Schind- 
ler®? have shown that ulcers of the stomach 
missed by the roentgenologist have been ac- 
curately diagnosed and followed with the gas- 
troscope. 

Schindler**® stressed the importance of iden- 
tifying atrophie gastritis (which can be diag- 
nosed only with the aid of the gastroscope) 
because of the patient’s strong tendency to- 
ward the subsequent development of gastric 
carcinoma. He suggested repeated roentgen 
and gastroscopic examinations. Christiansen** 
observed that the most common lesion in pa- 
tients with histamine-refactory achylia is gas- 
tritis—either superficial, atrophic or hyper- 
trophic. 

Renshaw, Clark, and Forsythe* reported 
938 gastroscopie procedures in 842 cases. In 
217 a significant or major contribution was 
made; in 566, a minor contribution, and in 
160, no contribution. They mentioned four in- 
dications for gastroscopic examination: (1) 
failure of roentgent study to reveal the sus- 
pected lesion; (2) indeterminate roentgen in- 
terpretations; (3) gastric uleer, and (4) tu- 
mors of the stomach not obviously carcinoma- 
tous. 

Turnbull,** in studying 273 cases of prepy- 
lorie lesions, noted that 18.9 per cent of the 
ulcers were malignant and 81.1 per cent be- 
nign; 99.3 per cent of ulecerating tumefactive 
lesions were malignant and 0.7 per cent be- 
nign; and of tumefactive lesions, 92.3 per 
cent were malignant and 7.6 per cent benign. 
Of these 273 lesions 235, or 86.1 per cent, were 
malignant and 38, or 13.9 per cent, benign. 

Allen and Welch** studied 277 lesions diag- 
nosed as benign gastric ulcers; in a follow-up 
study 14 per cent of the patients were found 
to have carcinoma of the stomach. Gastroen- 
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terostomy was performed in 23 cases because 
grossly the lesion appeared benign, and in this 
group 17 per cent of the patients were later 
proved to have carcinoma. 

Allen‘ reported that the benign ulcers in his 
series averaged 1.7 cm. in diameter and the 
cancerous ulcers 2.3 em. 

Berger** showed that an increase in hyper- 
plasia of the mucous cells of the stomach was 
associated with a decrease in the number of 
parietal cells. 

Brindley*®® stated that chronic gastritis may 
be either a complication of gastrie ulcer or an 
etiologic agent in its production. 

Raaf*’ observed slightly atypical hyper- 
plastic cells in 19.5 per cent of 118 ulcers of 
the stomach and a markedly atypical hyper- 
plastic cell in 7.6 per cent. He expressed the 
opinion that these cells are controlled by some 
defensive mechanism but may develop into 
carcinoma. 

Thiessen’! noted an increase of vascularity 
in eases of ulcer showing early carcinoma. In 
his experience, patients with an adequate blood 
supply about the lesion have a better prog- 
nosis than do those with a poor blood supply. 

Treusch*? expressed the opinion that no 
pathologie significance can be attached to 
changes in the gastric mucosa due to age. 


MATERIAL AND METHODS USED IN PRESENT STUDY 


In the years 1942 and 1943, approximately 
194,000 registrations were made at the Mayo 
Clinie. About 1 patient in 400 had benign 
gastric ulcer. One patient in 200 had carcinoma 
of the stomach; 1 patient in 30 had duodenal 
weer. One in 2,500 had gastric ulcer plus duo- 
denal ulcer. One in 20,000 had duodenal ulcer 
plus malignant ulcer which was clinically be- 
nign. One patient in 3,000 had clinically be- 
nign gastric uleer which microscopically was 
malignant. One patient in 3,700 had other sur- 
gically proved lesions of the stomach, including 
lvmphosareoma, leiomyoma, leiomyosarcoma, 
polyps and other benign tumors. Therefore 
about 1 patient in every 25 cases had a proved 
organic gastric or duodenal lesion, or 1 patient 
in every 125 had a proved organic lesion of 
the stomach. 

The 400 cases studied in this series were re- 
viewed and statistics were tabulated under the 
following headings: age, sex, family history, 
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previous operations, duration of symptoms, 
melena, hematemesia, vomiting, weight 
changes, pain, food relations, urine, hemo- 
globin, red blood cells, white blood cells, urea, 
blood chlorides, carbon dioxide combining 
power, gastric analysis, roentgen study and 
gastroscopic examinations. Postoperative sta- 
tistics consisted of the operation performed, 
the size and location of the gastric uleer and 
study of microscopic sections of the lesion, 
the gastroduodenal junction and the prepy- 
lorie and fundie mucosa. 

The duration of the lesion from the time of 
examination to the first appearance of symp- 
toms was recorded as (7) less than two months, 
(2) two to six months, (3) six months to one 
year, (4) one to three years, (5) three to five 
years, (6) five to ten vears and (7) more than 
ten years. 

Pain was recorded with respect to location, 
radiation, intensity, time of day, and meas- 
ures producing relief. All these statistics were 
taken from the histories of patients who later 
underwent gastric surgical procedures. 

Melena and hematemesis were important 
symptoms. The hemorrhages were tabulated 
as mild, moderate or marked. 

Vomiting was a common complaint, and it 
was noted whether this was associated with 
nausea and pain, weight loss or various other 
disorders, or whether it was of the retention 
type, occurring over a long period. These items 
were put into a subdivision and their value 
estimated. 

A marked loss of weight was recorded when 
the patient lost 30 pounds (13.6 Kg.) in one 
year, 20 pounds (9.1 Kg.) in two months, or 
15 pounds (6.8 Kg.) in one month. A moderate 
loss of weight was present when slightly less 
weight was lost in a somewhat greater amount 
of time. 

The gastric acidity was tabulated as in- 
creased, normal or decreased, depending upon 
the gastric analysis, the normal total acidity 
being estimated at 40 to 60 units and the nor- 
mal free hydrochloric acid level at 20 to 40 
units. 

The stomach was divided into seven areas in 
order to determine the exact location of the 
ulcer in the resected organ. The areas were as 
follows: (1) prepyloric, 2.5 em. from the duo- 
denum; (2) lesser curvature, (a) at or below 
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Fig. 1—Loeation of clinically benign gastric ulcers. 
The dots indicate ulcers that proved to be malignant. 
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Fig. 2.—Dukes’ classification of carcinoma as modified 
by Dochat. 
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Fig. 3.—Muscular layers of the stomach drawn up to 

the muscularis propria and mucosa. The drawing illus- 

trates the primarily benign character of the new car- 
cinomatous ulcer. 
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Fig. 4.—Duration of symptoms in 400 cases. 


the angle of the stomach and (b) above the 
angle; (3) posterior wall near the lesser curva- 
ture, (a) at or below the angle of the stomach 
and (b) above the angle: (4) posterior wall 
(away from the lesser curvature) and (5) the 
greater curvature. 

Four hundred stomachs were sectioned. The 
diameter of the ulcer was measured, and the 
exact location was plotted on a drawing of 
the stomach. Block sections were taken from 
the uleer, the surrounding areas and the gas- 
troduodenal area. Primarily the section from 
the uleer was taken immediately after surgical 
removal, and a frozen section was made to give 
the surgeon an immediate report as to the na- 
ture of the lesion. 

These surgical specimens were preserved, 
and the material was used in this study. The 
sections were stained with hematoxylin and 
eosin. Approximately 1,100 cut sections were 
taken from the gross Specimens. These were 
carefully studied under the microscope to de- 
termine the presence or absence of malignancy, 
the character of the vessels, cellular infiltra- 
tion, muscular arrangement, hyperplasia and 
regeneration of the mucosal cells. In describing 
the pathologie picture of the malignant ulcers 
in this series the classification of Dukes (first 
described in connection with rectal carcinoma 
and later, by Dochat, with regard to gastric 
carcinoma), and the grading of Broders were 
the methods used. 
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The roentgen interpretations were made by 
the roentgenologic department of the Clinic 
and served as the most reliable means of deter- 
mining the nature of the lesion. Members of 
the staff make a special effort to rule out malig- 
naney, and this has proved more reliable than 
direct visualization (by means of the gastro- 
scope). 


RESULTS 


Age.—There was a wide variation in age. 
The youngest patient was 17, the oldest 77. 
The majority were between 48 and 60. The 
average age for men was 55 vears; for women, 
54. The ratio of men to women was 6 to 1. 
There was no variation in age or ratio when 
the ulcer was malignant. 

Duration of Symptoms.—In this group of 
patients the duration of symptoms from the 
time of examination was not as helpful as one 
might have believed, considering that cases of 
clinically diagnosed carcinoma of the stomach 
were excluded. 

Figure 4 represents the results in 400 eases. 
Twenty-two per cent of benign ulcers and 37 
per cent of malignant ulcers had a history of 
less than a year. Thirty-four per cent of be- 
nign ulcers had been present ten years or 
longer, while only 13 per cent of malignant 
ulcers had a history of this duration. 

The average duration of symptoms for be- 
nign ulcer was five and nine-tenths years and 
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for the malignant ulcer three and one-tenth 
years. 

Pain.—Pain was the most common com- 
plaint, being absent in only 3 per cent of cases 
of ulcer either benign or malignant. To deter- 
mine the nature of the lesion by the type or 
location of the pain was impossible. Night pain 
was present in 37 per cent of cases of benign 
ulcers and in 36 per cent of cases of the malig- 
nant type. This pain was severe enough to 
awaken the patient and usually occurred 
around 1 to 2 a.m. Pain in the back was pres- 
ent in 8 per cent of cases of benign ulcer and 
in 9 per cent of cases of malignant ulcer. This 
was due to irritability of the involuntary nerv- 
ous system, especially the celiac plexus. In- 
flammatory reaction due to penetration or local 
perforation was responsible, in most cases, for 
the irritability. Twenty-three per cent of be- 
nign ulcers had penetrating or perforating 
connections to the pancreas, and 3 per cent had 
involved the gastrohepatic ligament. Eleven 
per cent of the malignant ulcers had involved 
the pancreas, with an inflammatory reaction. 
Involvement of the pancreas in the malignant 
ulcer was observed in 5 cases but this was a 
surgical description, and in no case had the 
ulcer completely perforated the stomach wall. 
The attachment to the pancreas was due to 
inflammatory adhesions, easily separated by 
blunt dissection. There was no need to remove 
any portion of the pancreas because of malig- 
nant infiltration, nor was it necessary to leave 
any portion of a malignant ulcer attached to 
the pancreas. Complete perforation of benign 
uleer with attachment of the ulcer crater to 
the pancreas was observed and did necessitate 
leaving a portion of the ulcer attached to the 
pancreas. 

Ninety-four per cent of the patients com- 
plained of an uleer type of pain regardless of 
the type of lesion. Twenty per cent of those 
with malignant ulcers gained no cessation or 
relief of pain by use of antacids or food, 
whereas only 3 per cent of those with benign 
ulcers were not relieved by these means. 

The pain-food-ease sequence was character- 
istic of 92 per cent of the benign ulcers and in 
80 per cent of the malignant ulcers. 

Vomiting.—After pain, vomiting was the 
most common complaint. It was associated with 
nausea and pain in over 90 per cent of cases. 
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Few patients complained of the retention type 
of vomiting. Those who did had long-standing 
prepyloric ulcers or gastric ulcers as- 
sociated with ulcers of the duodenum with 
which spasm or obstruction of the pylorus was 
present. The mechanical obstruction was due 
to edema, cicatricial contraction or irritability. 
Seven patients had retention vomiting. Vomit- 
ing is so frequently a symptom of various 
disorders that accompanying symptoms are 
needed with the history to suspect gastric 
ulcer. Pain precedes the vomiting and is usu- 
ally relieved by antacids and food—even the 
foods which exaggerate gallbladder pain and 
vomiting ; this is an important differential di- 
agnostic point. 

Fifty-six per cent of patients with benign 
ulcers had attacks of vomiting, as against 40 
per cent of those with malignant ulcers. Vomit- 
ing, therefore, could not be used to differen- 
tiate between benign and malignant lesions. 

Melena and Hematemesis.—Seventy-six pa- 
tients had notable melena, which is character- 
istic of hemorrhage in the upper part of the 
gastrointestinal tract. Sixty-five of the 76 also 
had hematemesis. Hemorrhage was usually se- 
vere enough to produce clinical signs. Seventy 


Fig. 5.—Percentage of occurrence of gastroduodenal 
lesions as causative factors in hematemesis. 1, ulcer, 
76.8 per cent; 2, benign lesions, 0.8 per cent (myomas, 
polyps, ete.); 3, carcinoma, 12.6 per cent; 4, other 
conditions 9.7 per cent (varices, blood dyscrasias, etc.). 
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(21 per cent) of patients with benign ulcers 
had noticeable melena, as against 6 (10 per 
cent) of the patients whose ulcers were malig- 
nant. 

Hematemesis was noted as a symptom in 71 
patients and was twice as common with benign 
as with malignant ulcers. 

In 19 per cent (64 cases) of the benign and 
11 per cent (7 cases) of the malignant ulcers 
there was hematemesis, and 65 patients com- 
plained of both hematemesis and melena. 
Therefore, noticeable bleeding from clinically 
benign ulcers of the stomach was present in 
about one-fourth of the cases and was twice as 
common with the benign as with the malignant 
ulcers. 

Loss of Weight.—Loss of weight, which so 
commonly accompanies carcinoma of the 
stomach, should, theoretically, be helpful. In 
this study it could not be so considered. 
Marked or moderate loss of weight was present 
with 79 per cent of benign ulcers and 80 per 
cent of malignant ulcers. It was due chiefly to 
pain, vomiting or metastases of malignant 
lesions. 

Gastric Acidity.—Gastrie analysis was an 
important aid in determining the microscopic 
picture. It was performed in about 90 per cent 
of the 400 cases. 

Four-fifths of the benign ulcers were asso- 
ciated with normal or inereased acidity, 
whereas in four-fifths of the cases of malignant 
uleer there was normal or decreased acidity. 
Regardless of the type of lesion, the immediate 
postoperative check on gastric acidity was 0 
units of free hydrochlorie acid following par- 
tial gastric resection in over 90 per cent of the 
eases checked. 

Roentgen Interpretations.—Roentgen study 
is the most important and reliable means of 
establishing the presence of lesions in the 
stomach, but its criteria are not sufficient to 
provide absolute differentiation of malignant 
lesions from benign lesions. 

In one-third of the 400 cases studied in this 
series, malignancy could not be ruled out posi- 
tively either by pathologie study or by roent- 
gen interpretation. For the patient’s welfare, 
it is a sounder policy to lean toward the diag- 
nosis of possible malignancy than to regard 
the lesion as benign and treat it as such. As 
Osehner** has said, “the best time to treat gas- 
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tric carcinoma is the time when the diagnosis 
cannot be made.” 

Prepyloric lesions occupy the most difficult 
location. ‘Here the roentgenologist is obliged 
occasionally to limit his interpretation to “le- 
sion at the outlet.” The prepylorie lesion is 
occasionally hard to differentiate from a duo- 
denal, a gastroduodenal or a pyloric ulcer, es- 
pecially when obstructive signs are present and 
the patient has undergone previous operations, 
commonly cholecystectomy. Scirrhous earci- 
noma, syphilis, hypertrophy of the pylorus. 
phytobezoar, lymphoblastoma, leiomyoma, pol- 
yps, and many other lesions, singly or in ecom- 
bination, are often indistinguishable. A duo- 
denal uleer may easily obscure a gastric lesion, 
especially when obstructive and associated 
with hypoacidity and achlorhydria. 

Gastroscopic Examination.—Varied  opin- 
ions have been expressed as to the advisability 
of routine gastroscopie procedures. It is my 
personal opinion, when comparing roentgeno- 
logie with gastroscopic interpretations after a 
pathologie diagnosis has been established, that 
the roentgen diagnosis is much more reliable 
and practical. Gastroscopie examination should 
be limited to those cases in which, after re- 
peated roentgen studies, there is a question- 
able or neutral feature that contradicts clinical 
expectations. Gastroscopic examination should 
not be routine; it should be used only as a 
supplementary adjunct when roentgen studies 
fail, or as an additional confirmatory measure. 

Location—There has been much econtro- 
versy as to the location and size of the gastric 
uleer as an aid in determining its histologic 
character. 

Only 3 ulcers were encountered on the an- 
terior wall outside the pylorie area, and these 
were near the lesser curvature or on the 
ereater curvature. 

There was a uniform distribution of ulcers 
along the lesser curvature. Sixty-five to 70 per 
cent of benign gastric ulcers are located about 
the lesser curvature. Twenty-five per cent of 
benign gastric ulcers are located in the prepy- 
lorie area. Therefore at least 90 per cent of 
benign gastrie ulcers are located in the prepy- 
lorie area or that of the lesser curvature. 

Sixty per cent of malignant uleers which 
are clinically benign are located on the lesser 
curvature, and 25 per cent in the prepyloric 
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area. It is safe to say that at least 90 per cent 
of ulcers on the greater curvature are malig- 
nant and should be treated as such. 

On breaking down these statistics, 10 appre- 
ciable change was noted in the percentage of 
malignant lesions except on the greater curva- 
ture. 

The clinically benign gastric ulcer, in spite 
of its location, proved malignant in 16 per 
cent of the cases studied. 

Size.—The most reliable criterion for deter- 
mining malignancy in the ulcer is the size of 
the ulcer, rather than its location. The exact 
diameter of the uleer was measured in 380 
eases. Fifty-five per cent of ulcers measuring 
more than 2.5 em. were benign, and 45 per 
cent were malignant. Ninety-five per cent of 
ulcers measuring less than 2.5 em. were benign, 
and only 5 per cent were malignant. This ex- 
plains why 20 per cent of the prepylorie ulcers 
were malignant—in this location 36 per cent 
of the ulcers were greater than 2.5 em. in di- 
ameter. 

Thirty per cent of the clinically benign gas- 
trie ulcers were 2.5 em. or greater in diameter. 

Gross and Microscopic Observations. — 1. 
There is probably a continuous breakdown and 
repair in the normal stomach as well as in the 
stomach with a gastric ulcer. But in the ulcer 
area, degeneration and necrosis surpass the 
repair. Acid change—diminution, dilution and 
neutralization—is the important factor. 

2. Stomachs with gastric ulcers showed a 
surrounding inflammatory reaction with infil- 
tration of polymorphs and lymphocytes de- 
pending upon the acuteness of the uleer. The 
edges were elevated and reddened in the acute 
or active phase, and a crater was produced by 
the eroded center. The important sign in these 
benign ulcers was the pulling up of the mus- 
cularis mucosa to the edge of the ulcer, meet- 
ing the muscularis propria. If this muscular 
sign is present and the ulcer shows carcinoma- 
tous cells, it is safe to say that the carcinoma 
originated in a previously benign gastric ulcer. 

3. Ulcers or eroded areas lying on the sur- 
face of primary carcinomas of the stomach 
showed no pulling up of the muscularis mu- 
cosa, and the carcinomatous cells were more 
uniformly distributed. These lesions did not 
represent malignant change of a previously 
benign ulcer. 
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4. The so-called “normal” portions of the 
stomach harboring primary carcinoma showed 
marked hyperplasia of the mucous cells, as de- 
scribed by Judd.*' We agree with him that the 
pathogenesis of the carcinoma is associated 
with the disorganized hyperplasia of the mu- 
cous cells. There was also a decrease in the 
number of parietal cells. 

d. Gastric ulcers did not show this prepon- 
derance of hyperplasia and formation of gob- 
let cells. 

6. All lesions of the stomach were associated 
with gastritis and chronic duodenitis, but these 
were severe in only a few cases. 

7. Secondary cytoplasia was seen or men- 
tioned on the pathologie reports after frozen 
section in less than 10 per cent of cases. Here 
the cytologic nature of a portion of the ulcer 
is indicative of active regeneration, but, be- 
cause of uniform growth, arrangement, ap- 
pearance and development, it cannot be con- 
sidered true carcinoma. It probably represents 
an atypical hyperplastic regenerative change 
which maintains normal reparative function. 
Apparently, if the hyperplasia exceeds the 
differentiation, malignancy results. 

8. Vascularity was not changed in areas 
oceupied by the lesions, whether the ulcer was 
benign or malignant. 

9. The age of the patient had no effect on 
the characteristics of the gastric mucosa. 

Grading and Classification—Nineteen per 
cent of the patients had grade II adenocarci- 
noma; 39 per cent, grade III adenocarcinoma, 
and 42 per cent, grade IV adenocarcinoma. 
Twenty-five per cent of the lesions were type 
A; 34 per cent, type B, and 41 per cent, type C. 

The gastric carcinomas in this series were 
high grade lesions, 61 per cent being of either 
Grade III or Grade IV. It was found that the 
higher the grade the higher was the percentage 
of nodal involvement. The size of the lesion had 
no significant relation to the grade or type of 
involvement. Grant*® observed, in studying 
mucous carcinomas of the stomach, that “the 
larger the lesion the higher the grade.” Lesions 
on the greater curvature and posterior wall 
tended to be of higher grades, with more nodal 
involvement. 

Two specimens showed two separate carci- 
nomas. One patient had a Grade III adeno- 
carcinoma, Type A, in the prepyloric area and 


a Grade IIT adenocarcinoma, Type C, on the 
lesser curvature. The other patient had a grade 
II adenocarcinoma, Type A, on the posterior 
wall and a Grade IV, adenocarcinoma, Type 
B, on the greater curvature. In this series of 
400 cases the aforementioned double carei- 
nomas would make an incidence of 3 per cent 
of multiple carcinomas for carcinoma of the 
stomach, which resembles, clinically, a benign 
gastrie ulcer. In gross carcinomas of the stom- 
ach, when different grades are observed in the 
same lesion, it may be that the lesions origi- 
nated as two separate carcinomas, one grade 
completely overshadowing and overgrowing 
the other. This, however, is only a personal 
theory. 

There was one benign gastric uleer on the 
greater curvature. 

Operation.—In the 400 consecutive cases 
here there were 5 deaths (1.2 per cent) : 2 fol- 
lowing partial gastrectomy (posterior Polya) 
for benign gastrie¢ ulcer ; 2 following total gas- 
trectomy for carcinoma, and 1 following total 
gastrectomy for benign gastrie ulcer. 

The mortality for a benign gastric ulcer 
after partial gastrectomy was less than 0.7 per 
cent. 

Surgical intervention in these cases con- 
sisted of a wide variation of procedures, de- 
pending upon the results of laparotomy, but 
it consisted almost exclusively of some type of 
partial gastrectomy. 

Eighty per cent of the procedures were of 
the posterior Polya type. The others, in the 
order named, were (a) anterior Polya, with or 
without a Balfour entercenterostomy; (b) 
Billroth I; (c) knife excision and posterior 
gastroenterostomy ; (d) total gastrectomy, and 
(e) pyloroplasty (1 ease). 

Sixteen patients had previously under- 
gone unsuccessful gastric operations; 12 
had undergone posterior gastroenterostomies 
from six months to twenty-six years previ- 
ously. One had undergone a Billroth I subtotal 
gastrectomy six years before. One had been 
operated on for an acute perforating gastric 
uleer, and 1 had had pyloraplasty and gastro- 
enterestomy twelve vears earlier and a partial 
gastrectomy (anterior Polya-Balfour) seven 
years earlier. One patient had undergone pos- 
terior gastroenterostomy for duodenal uleer 
two years before and a disconnection of the 
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gastroenterostomy, knife excision of a gastric 
uleer and a Billroth IT operation eight months 
previously. 

The operations performed on these 16 pa- 
tients were as follows: 

Partial gastrectomy, posterior Polya with 
disconnection of the gastroenterostomy. 
8 

Partial gastrectomy, anterior Polya with 
disconnection of the gastroenterostomy, 
3 

Partial gastrectomy, posterior Polya with 
disconnection of the gastroenterostomy 
and cholecystectomy, 1 

Partial gastrectomy, anterior Polya, dis- 
connection of gastroenterostomy and 
choledochoduodenostomy, 1 

Knife excision, 1 

Partial gastrectomy, posterior Polya with 
disconnection of the gastroenterostomy 
and closure of colic fistula, 1 

Partial gastrectomy, posterior Polya, 1 

The type of lesion in these 16 cases was as 

follows : 

Stomal ulcer, 5 cases 

Stomal ulcer plus gastric ulcer, 2 cases 

Gastric ulcer, 4 cases 

Gastric ulcer plus duodenal ulcer, 1 case 

Grade III adenocarcinomatous ulcer, Type 
B, 1 ease 

Edematous malfunctioning anastomoses, 
1 case 

Miscellaneous Data.—1. In 13 cases there 
were multiple gastric ulcers about the lesser 
curvature, plus a duodenal ulcer. 

2. . Five of the malignant ulcers on the lesser 
curvature were associated with a duodenal 
uleer. 

3. Three of the malignant ulcers in the 
prepylorie area were associated with a duo- 
denal ulcer. (Fischer*® observed that only 0.1 
per cent of patients with duodenal uleer had 
an associated gastric malignant lesion.) 

4. Fifty-eight of the single gastric ulcers 
were associated with duodenal ulcer. It was 
impossible to get histologic tissue from the 
duodenal ule¢er in all cases, but we considered 
a duodenal ulcer present when one was re- 
ported by the roentgenologist or described by 
the surgeon. Some of the patients gave a typi- 
cal duodenal ulcer history. 

». Thirty-three patients had multiple gas- 
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tric ulcers. When multiple gastric ulcers were 
present they were usually small and very 
rarely associated with malignancy. 

Although not included in the statistics, the 
clinical history of gastric ulcer was suggestive 
in the following cases, observed in 1942 and 
1948 : 

6. No grossly specific ulcer was demonstra- 
ble in 4 eases, but pathologically 2 patients had 
a severe ulcerative type of gastritis and 2 
others showed nonspecific chronic gastritis 
with great thickening of the rugae. 

7. In 3 eases there was continuous gastro- 
duodenal ulcer. 

8. In 4 cases there were areas of polypoido- 
sis with superficial ulceration, interpreted by 
the roentgenologist as possible hypertrophic 
gastritis due to lymphoblastoma. 

9. In 14 cases there were polyps of the 
stomach, Rhorer** observed that 53.2 per cent 
of adenomatous gastric polyps have a marked 
tendency to become malignant, but in cases of 
polypoidosis malignancy is rare. Rienets** ob- 
served malignant change in 37.2 per cent of 
gastric adenomas. 

10. Four phytobezoars were associated with 
gastrie ulceration. The clinical history in these 
cases was similar to that of gastric ulcer. The 
lesion was identified by roentgen study. 

11. There were 10 cases of leiomyoma, in 3 
of which the lesion was associated with carci- 
noma of the stomach. Commonly an ulcer was 
present on the mucosal surface. Rienets** ob- 
served that leiomyoma of the stomach, in his 
series, was most commonly present but rarely 
gave rise to clinical symptoms. He pointed out 
that this lesion should not be confused with 
carcinomatous metastases and that the high 
incidence of ulceration and degeneration may 
require surgical intervention. 


COMMENT 


Eusterman has discussed and I have ob- 
served young men in whom a benign ulcer was 
suspected and carefully watched, with fre- 
quent roentgenograms of the stomach, and in 
whom the ulcer completely disappeared and 
left the patient asymptomatic. Under such eir- 
cumstances the patient returns in one to three 
months with recurrent symptoms and a dem- 
onstrable gastric ulcer in exactly the same lo- 
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cation; an ulcer which, after gastrie resection, 
proves malignant. This argues against the 
advisability of classifying a gastrie ulcer as 
benign even on the basis of spontaneous disap- 
pearance, therapeutic, clinical and roentgeno- 
logic. According to Eusterman,* the signifi- 
cant combination of circumstances that favors 
malignancy is that of recent onset, advanced 
age, a lowered acid titer (especially to the ex- 
tent of achlorhydria) and pylori¢ obstruction. 
He has expressed the hope that a specific bio- 
logic test may be devised, such as those used 
for pregnancy, syphilis, tuberculosis, lympho- 
granuloma venereum, hydatid disease and tri- 
chinosis, which would indicate positively the 
nature of the lesion.*” 

Melena is both a valuable diagnostic index 
and a means of evaluation of the response to 
treatment. 

It has been pointed out by Eusterman and 
Morloeck*! that a few silent gastrointestinal 
hemorrhages take their origin from ulcers of 
the stomach. 

Systematic examination of the feces is a 
good routine procedure and is excelled in im- 
portance only by the roentgen ray in the diag- 
nosis of gastric lesions, especially carcinoma. 
After two or three weeks of medical treatment 
for gastric ulcer, the persistence of occult 
blood in the stool necessitates further tests 
with an eye to the possibility of gastric earei- 
noma. The absence of occult blood is strongly 
suggestive of the benign nature of the lesion. 
but one must always keep in mind the possi- 
bility of the resurfacing of a malignant ulcer. 

Rivers and Wilbur" studied 668 cases of 
hematemesis, in 91 per cent of which the con- 
dition was due to intrinsic gastroduodenal le- 
sions. Gastric ulcer comprises 7.1 per cent of 
all causes of hematemesis. Malignant lesions of 
the stomach were responsible for 12.6 per cent 
of the hematemeses in this study, and it is well 
to remember that most of the lesions were 
diagnosed clinically. Clinically diagnosable 
carcinomas of the stomach bleed four times as 
often as do malignant ulcers of the stomach 
simulating benign ulcers. 

Hematemesis in itself must not be inter- 
preted as diagnostic of an intrinsic gastro- 
intestinal lesion, for varices of the esophagus 
and the stomach, as well as blood dyserasias. 
may be the cause. 
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As Priestley'’ pointed out, it should be re- 
membered that in only 50 per cent of eases is 
gastrie carcinoma associated with achlorhydria. 
Judd and Priestley’? showed that approxi- 
mately 1 of 5 patients treated gastric resection 
for carcinoma of the stomach had normal or 
elevated gastric acid levels. 

Gray**® emphasized the fact that benign le- 
sions may be associated with low acidity or 
none, while malignant lesions may be asso- 
ciated with relatively high degrees of acidity. 
Comfort, Butsch and Eusterman*™ have shown 
that depression of gastric acidity in patients 
destined to the development of carcinoma of 
the stomach is a progressive and selective proc- 
ess, appearing early in life and at any age, and 
that a further reduction of gastric acidity oc- 
eurs after the carcinoma develops. In their 
opinion, deficiency in the secretion of free hy- 
drochlorie acid, rather than its neutralization, 
is responsible. Eusterman has pointed out that 
gastritis associated with a lesion of the stom- 
ach is an important factor in depressing the 
secretions, as well as a possible precursor of 
carcinoma. 

Dragstedt,®> by means of vagotomies (both 
subdiaphragmatie and transthoracic) has pro- 
duced marked reduction in gastrie acidity, 
with disappearance of the weer and clinical 
relief. Striking results have been obtained 
with duodenal, gastric and jejunal ulcers. 
Vagotomy is contraindicated for gastric uleer, 
because of the possibility that the ulcer is 
malignant. In selected cases vagotomy is ad- 
visable for duodenal ulcer, occasionally in 
combination with gastorenterostomy for ob- 
structive symptoms, and it is most useful for 
patients with gastrojejunal ulcer who have un- 
dergone a previous gastric resection. In dogs, 
section of the vagi produces, in four to six 
years, hypertrophy of the pyloric muscle, ac- 
companied occasionally with obstructive signs. 
Whether this will occur in man remains to be 
seen. 

Important facts to remember concerning 
postoperative gastric acidity are: (1) complete 
removal of the pylorus and antrum to abolish 
the chemical phase, (2) the amount of fundic 
secretory tissue removed (extent of resection), 
(3) duodenojejunal regurgitation along with 
food maintains dilution and neutralization, 
(4) vagal irritability (cephalic stimulations) 
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and (5) the amount of gastritis present. 

In 79 of the eases studied a duodenal ulcer 
accompanied the gastric lesion, and in 46 there 
were one or more gastri¢ ulcers. In both groups 
there was a definite tendeney toward high 
levels of gastric acidity. 

There was also a tendency toward a low acid 
level with ulcers definitely located on the pos- 
terior wall. And, because of the high percent- 
age of malignant lesions associated with ulcers 
of the greater curvature, there was, as one 
would expect, a tendency toward lower acidity. 

With these criteria in mind, and recognizing 
the importance of warning the patient, Euster- 
man*® stated that 26 per cent of gastric lesions 
interpreted by the roentgenologist as possibly 
malignant actually were benign. In the same 
series, 7 per cent of lesions unequivocally diag- 
nosed as benign were actually malignant. A 
duodenal ulcer is practically never malignant, 
whereas a prepyloric ulcer may easily be so. 
If the clinical history is suggestive of a gastric 
lesion and a roentgenogram of the stomach is 
reported as showing duodenal ulcer, it is wise 
to recheck, for the next examination may re- 
veal a gastric carcinoma. A glance at the sta- 
tistics is enough to reveal the difficulty of diag- 
nosing prepylorie lesions. The same difficulty 
arises, though not so frequently, with lesions 
in other parts of the stomach. Roentgen studies 
may repeatedly miss a lesion at the cardia, es- 
pecially if it is accompanied with a diaphrag- 
matic hernia. 

If medical treatment is preferred by the pa- 
tient and the ulcer is carefully watched by 
repeated roentgen examinations, a false im- 
pression of healed or healing benign ulcer may 
prevent recognition of a carcinomatous ulcer 
filling up with carcinomatous cells or granula- 
tion tissue. Here again it is impossible to make 
sure, on the basis of roentgen studies, which is 
actually the ease. 

Eusterman®® has enlarged upon the possi- 
bilities of the gastroscope in capable hands, 
expressing the opinion that gastroscopie ex- 
amination should be done in all eases of dys- 
pepsia after roentgen examinations fail to 
reveal the expected lesion. In many eases, gas- 
tritis has been correctly diagnosed and treated 
after gastroscopie study. 

These interpretations necessarily depend on 
the capability of the gastroseopist, just as 
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roentgenologic interpretations depend on the 
roentgenologist. 

Allen* has said that 65 per cent of gastric 
ulcers in the immediate area 2 em. from the 
pyloric ring are malignant. Wiley® said that 
83 per cent in the prepyloric area are malig- 
nant. Such high percentages must surely in- 
elude carcinomas which are clinically diag- 
nosable and have ulcerating surfaces. In the 
series of Kirklin and MacCarty only 11.3 per 
cent of prepyloric ulcers proved malignant 
after all tumefactions had been excluded. 
Blum** reported a case of benign ulcer on the 
greature curvature and was able to find only 
15 additional proved cases in the literature, 
but probably many more such lesions have 
been observed, diagnosed and treated. 

It is not hard to choose between surgical 
intervention, with its low mortality, lack of 
recurrences and relief of symptoms, and med- 
ical treatment, with its high percentage of 
malignaney and recurrence. Table 4 (from 
Judd and Priestley®?) shows the inadequacy 
of medical treatment. 


SUMMARY AND CONCLUSIONS 


Of 400 thoroughly studied cases of clinically 
benign gastric ulcer, carcinoma was present in 
16 per cent. 

Forty-five per cent of ulcers 2.5 em. or more 
in diameter were malignant, whereas only 5 
per cent of ulcers under this size were so. 
Thirty per cent of clinically benign gastric 
uleers were 2.5 em. or more in diameter. 

No great alteration in the percentage of 
malignant lesions was noted in respect to loca- 
tion, except that, of the prepyloric lesions, 20 
per cent were malignant. But 36 per cent of 
the ulcers in this location were 2.5 em. or more 
in diameter. At least 90 per cent of ulcers on 
the greater curvature are malignant, but here 
again the size of the ulcers tends to be larger. 

A thorough history, including all symptoms 
and the results of all laboratory procedures, 
does not differentiate benign from malignant 
ulcers. 

Sixty-five to 70 per cent of benign gastric 
ulcers are located about the lesser curvature ; 
25 per cent, in the prepyloric area. Therefore, 
at least 90 per cent of benign gastric ulcers 
are either in the prepylorie area or in the re- 
gion of the lesser curvature. 
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Sixty per cent of clinically benign gastric 
uleers which proved malig..ant on histologic 
study were located in the areca of the lesser 
curvature ; 25 per cent, in the prepyloric area. 

Eighty-one per cent of the carcinomas were 
either of Grade III or of Grade IV, and 40 
per cent showed localized nodal involvement. 

The surgical mortality was slightly greater 
than 1 per cent. In only 1 case was the lesion 
inoperable. 

The possibility of malignant change and the 
favorable results following partial gastrectomy 
make this the treatment of choice. 


RESUME 


Sur 400 cas d’uleéres gastriques bénins 
étudiés 4 fond, le carcinome fut present dans 
16%. 

45% des ulcéres d'un diamétre de 2.5 Cm. ou 
plus furent malins, tandis que 5% des ulcéres 
ayant un diamétre de moins de 2,5 Cm. furent 
malins. d’uleeres gastriques cliniquement 
benins furent d’un diamétre de 2.5 Cm. ou 
plus. 

I] n’y eut aucune altération dans le pour- 
centage des cas malins en rapport avec les 
locations des lésions excepté que dans les lé- 
sions prépyloriques 20% furent malins; mais 
36% des ulceres de 2,5 Cm. ou plus en dia- 
métre furent prépyloriques; aussi 90% au 
moins des ulecéres de la grande courbature 
etaient malins, mais aussi avaient une ten- 
dance a étre plus grands. 

Une étude des symptémes et les procédures 
de laboratoire ne peuvent pas differencier avec 
certitude les ulcéres gastriques bénins des ul- 
céres malins. 

65 a 70% des ulceres gastriques bénins sout 
situés sur la petite courbure; 35% dans la 
région prépylorique. Aussi, au moins 90% 
des uleéres gastriques bénins sont situés ou 
dans la région prépylorique ou autour de la 
petite courbure. 

60% des ulcéres gastriques chroniques diag- 
nostiqués chronigues qui, cliniquement benins 
etaient histiologiquement malens étaient situes 
de long de la petite courbure. 

25% des ulceres gastriques cliniquement 
bénins étaient histiologiquement malins et 
étaient situes dans la région prépylorique. 
81% des carcinomes étaient ou de la serie ITT 
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ou de la serie IV, et 40% montraient des le- 
sions nodales. 

Ces malades ont une meilleur pronostic que 
les malades qui etaient cliniquement diagnosa- 
bles carcinome de ]’intestin. 

La mortalité chirurgicale était 4 peu prés 
1% plus grande. Seulement dans wn cas, fut la 
lesion inopérable. 

La possibilité de changement malin, les re- 
sultats favorables consecutifs a une gastrecto- 
mie partielle fait de cela la traitement de choix. 


RESUMEN Y CONCLUSIONES 


Se encontré la presencia de carcinoma en el 
16°, de 400 casos estudiados de tileera gastrica 
clinicamente benigna. 

El] 45 de las fileeras de 2.5 em. o mas de 
didmetro resultaron malignas, en tanto que 
solamente el de tileeras con diametro in- 
ferior a 2.5 em. resultaron malignas. El] 30% 
de las tleeras gastricas clinicamente benignas 
fué de 2.5 em. o mas de didmetro. 

No se noté gran alteracién en el poreentaje 
de malignidad respecto a la localizacion de la 
lesién, con excepcidn de las lesiones prepild- 
ricas que resultaron 20° malignas, pero el 
36% de las tleeras fueron particularmente de 
2.5 em. o mas de didmetro. Asimismo, cuando 
menos el 90% de las tlceras de la gran curva- 
tura fueron malignas, pero también estas ten- 
dieron a ser mayores. 

Una historia completa, incluyendo todos los 
sintomas y procedimientos de laboratorio, no 
logra diferenciar las fileeras benignas de las 
malignas. 

Del 65° al 70% de las ileeras benignas se 
localizan en la pequenha curvatura, 25°. en el 
area prepilérica. En consecuencia, cuando 
menos el 90% de las tleeras gastricas benignas 
se encuentran en el area prepilérica o en la 
pequena curvatura. 

El 60°; de las dleeras gastricas clinicamente 
benignas que resultaron histol6gicamente ma- 
lignas fueron de la pequena curvatura. 

El 25% de las ileeras vastricas clinicamente 
benignas que resultaron histolégicamente ma- 
lignas fueron del area prepildérica. 

El 81% de los carcinomas fueron del grado 
IIL o del grado IV, habiendo presentado me- 
tastasis ganglionares el 40%. 

Estos pacientes tuvieron prondstico mucho 
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mejor que aquellos en quienes se diagnosticé 
clinicamente carcinoma gastrico. 

La mortalidad quirtrgica fué ligeramente 
mayor del 1%. Solamente en 1 caso fué 
inoperable la lesién. 

La posibilidad de mutacién maligna y los 
resultados favorables que siguen a la gastrec- 
tomia parcial hacen que esta sea el tratamiento 
de eleccién. 


RIASSUNTO 


Sopra 400 casi di ulceri clinicamente benigne 
dello stomaco l’A. ha registrato una percen- 
tuale del 16% di carcinomi. 

La percentuale e’ salita al 457 nelle ulceri 
aventi un diametro minimo di em. 2,5: e 
scesa al 5 nelle ulceri al di sotto di questo 
diametro. I] 35% delle ulceri clinicamente be- 
nigne aveva un diametro superiore a em. 2,5. 

La percentuale di malignita’ non varia in- 
vece molto in rapporto alla sede della lesione. 
Solamente nelle lesioni prepiloriche la pereen- 
tuale dei cancri e’ stata del 20%: ma nel 36% 
le uleeri superavano i 2,5 em. di diametro. La 
stessa eccezione si puo’ fare per le ulceri della 
grande curvatura, le quali raggiungono bensi 
una percentuale di malignita’ del 90%, ma 
sono quasi sempre molto estese. 

Una diagnosi differenziale sicura fra uleeri 
benigne e maligne non e’ possibile, pure in- 
cludendo tutti i sintomi e tutti i dati di la- 
boratorio. 

Nel 65-707 dei casi le ulceri benigne sono 
situate nella piccola curvatura: nel 25% nella 
regione prepilorica. Si puo’ quindi concludere 
che nel 90‘ , per lo meno, dei casi le ulceri col- 
piscono o la regione prepilorica o la piccola 
curvatura dello stomaco. 

Nel 65% delle ulceri clinicamente benigne, 
ma istologicamente maligne, la sede era a 
livello della piccola curvatura. 

La percentuale e’ scesa al 25% quando le 
ulceri istologicamente maligne erano situate 
nella regione prepilorica. 

Nell’ 81° dei carcinomi la fase di sviluppo 
corrispondeva al grado IIT o al grado IV: nel 
40% esisteva gia’ una diffusione alle linfoghi- 
andole loeali. 

La prognosi e’ tuttavia molto migliore di 
quella dei pazienti affetti da un carcinoma 
diagnosticabile clinicamente. 
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Solamente in un caso esisteva un’assoluta 
inoperabilita’. La percentuale della mortalita’ 
operatoria e’ stata lievemente superiore all’ 
1%. 

I risultati favorevoli della gastrectomia par- 
ziale nelle uleeri potenzialmente maligne ren- 
dono quest’intervento la cura di elezione per 
le uleeri dello stomaco. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


Unter vierhundert sorgfaeltig untersuchten 
Faellen von klinisch gutartigen Magenge- 
schwueren stellte sich ein Karzinom in sech- 
zehn Prozent heraus. 

Fuenfundvierzig Prozent der Geschwuere, 
die einen Durchmesser von 2,5 em oder mehr 
zeigten, waren boesartig, waehrend unter 
denen, die kleiner als 2,5 em waren, nur fuenf 
Prozent maligne waren. Dreissig Prozent der 
klinisch gutartigen Geschwuere hatten einen 
Durchmesser von 2,5 oder mehr em. 

Im Hinblick auf den Sitz des Geschwueres 
konnten keine grossen Veraenderungen des 
Prozentsatzes der Boesartigkeit beobachtet 
werden, abgesehen davon, dass von den praepy- 
lorischen Geschwueren zwanzig Prozent boes- 
artig waren; hier aber waren sechsunddreissig 
Prozent der Veraenderungen groesser als 2.5 
em im Durchmesser; ausserdem sind minde- 
stens neunzig Prozent der Geschwuere an der 
grossen Kurvatur boesartig, aber auch hier 
besteht eine Neigung zur Bildung von Ge- 
schwueren groesseren Formats. 

Es ist nicht moeglich, durch sorgfaeltige 
Anamnese einschliesslich aller Symptome und 
Laboratoriumsuntersuchungen gutartige von 
boesartigen Geschwueren zu unterscheiden. 

Fuenfundsechzig bis siebzig Prozent der 
gutartigen Magengeschwuere liegen im Be- 
reich der kleinen Kurvatur, fuenfundzwanzig 
Prozent in der praepylorischen Gegend, das 
heisst neunzig Prozent der gutartigen Magen- 
geschwuere sind entweder in der praepylori- 
schen Gegend oder an der kleinen Kurvatur 
zu finden. 

Sechzig Prozent der Geschwuere, die sich 
histologisch als boesartig erwiesen, sassen in 
der Gegend der kleinen Kurvatur. Fuenfund- 
zwanzig Prozent der klinisch gutartigen Ge- 
sechwuere, die histologisch als boesartig nach- 
gewiesen wurden, sassen in der praepylori- 
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schen Gegend. Einundachzig Prozent der 
Krebse waren entweden dritten oder vierten 
Grades und vierzig Prozent zeigten ein Befal- 
lensein der oertlichen Lymphdruesen. 

Diese Kranken geniessen eine viel bessere 
Prognose als die, die ein klinisch erkennbares 
Magenkarzinom haben. 

Die chirurgische Sterblichkeitsziffer war 
etwas hoeher als ein Prozent. Nur in einem 
Falle war die Erkrankung inoperabel. Die 
Moeglichkeit, boesartige Veraenderungen zu 
beseitigen, und die erzielten guenstigen Ergeb- 
nisse machen die partielle Magenresektion zur 
Behandlung der Wahl. 
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Echoes of the Past 


IV. “Dr. Livingstone, I Presume” 


Into the humble home of a storekeeper of Lanarkshire, Scotland, was born the 
famous explorer and geographer David Livingstone (1813-1873). At the age of ten 
he began to work as a splicer in a cotton mill. He studied at night after many hours 
of toil. Young David prepared himself for the university when he was twenty-three. 
He attended the medical and Greek classes in Anderson’s College. Glasgow. In 1837 
he was an acceptable candidate for the London Missionary Society. Under the auspices 
of this society he pursued his medical studies at the College of Physicians and Surgeons 
in Glasgow. and after his graduation he sailed for South Africa (1840). 

As a medical missionary. David Livingstone arrived in Africa and went one 
hundred miles inland to Kuruman. During the next eleven years he was separated 
from all white men. He lived among the natives, learning their language, life and laws. 

Dr. Livingstone penetrated farther north than any white man had ever gone 
before. His observations of the flora and fauna of Central Africa resulted in contribu- 
tions that enriched the world’s knowledge of botany and zoology. 

A tireless explorer, Livingstone set himself the task of finding a route to the 
interior of Africa from either the east or the west coast. He started on this exploration 
in November 1853, but the trip was unsuccessful; he fell ill of dysentery. His studies 
of the African rivers, however, led him to many conclusions which subsequent 
explorers confirmed. He turned his attention eastward and followed the Zambesi to 
the Indian Ocean. 

In the fall of 1869 the civilized world awoke to the fact that no news of Living- 
stone had been forthcoming. He was believed lost in the heart of Africa. 

Henry M. Stanley of the New York Herald was sent to find the explorer. The 
search took two full years but succeeded at last, and the story of the two men’s meeting 
is famous. Livingstone was living under great hardships and on the verge of despair. 
but could not be persuaded to return. Livingstone continued his explorations of the 
rivers Nile, Congo and Zambesi until his death, which occurred one year later. 

T. Kitchen, in Southern Medicine and Surgery, October 1939. has given us a 
graphic description of Livingstone’s death: “On the first day of May, 1873, his 
trusted servant found him beside his couch in the attitude of prayer. his head in his 
hands, dead. His faithful followers removed his heart and other viscera and buried 
them in a tin box under the tree beneath which he had died. His body. which had 
been reduced by fever to little more than skin and bones, was then dried in the sun 
for fourteen days. With unfailing devotion, his black men carried his body a thousand 
miles to the coast, whence it was returned to England.” So ended the career of a man 


of medicine who is rememberd chiefly for accomplishments outside his profession. 
—Bernard J. Ficarra, M.D., F.1.C.S. 
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Endoscopic Intrathoracic Exeresis of the 


Great Splanchnic Nerve for Gastroduodenal Ulcer 


H. PICARD, M.D., F.I.C.S. 
CAIRO, EGYPT 


HE current conception of appropriate 

surgical therapy for gastroduodenal ulcer 

is about to undergo a complete revolution. 
The classi¢ operation, resection of the ulcer— 
since Billroth the pride of modern surgery— 
is about to yield place to a neurovegetative 
functional conception of the therapy of this 
disease, which is constantly increasing. 

Birecher was first to recognize the neuro- 
functional factors in the treatment of gastro- 
intestinal ulcer. The surgical conception based 
on gastrie innervation had previously been 
too vague and theoretical to have practical 
importance. 

Since then the neurovegetative aspect of 
both the genesis and the therapy of ulcers has 
been examined much more precisely. Two 
groups of nerves—the vagus and the sympa- 
thetic—are distinguished, which, although ap- 
parently antagonistic, may play a responsible 
role in both the formation and the therapy of 
uleer. 

The real merit of Dragstedt’s work consists 
in the fact that he gave impetus to the new 
conception by resection of the vagus nerves. 
The initial enthusiasm aroused by this soon 
met with strong criticism. Dragstedt then 
modified his method. The gastri¢ atony brought 
about by elimination of the vagus nerves 
resulted, in a high percentage of cases, in more 
or less violent reactions, such as persistent 
vomiting, diarrhea, and, in consequence, dan- 
gerous nutritional disturbance. This is why 
Dragstedt, in later years, supplemented the 
vagotomy with a gastroenterostomy ; in other 
words, an involuntary return was made to a 
type of gastric operation which had already 
been condemned. The operation remains a 
major procedure, even though the results of 
the Dragstedt technic, based upon lowered 
hypermotility and hypersecretion of acid gas- 
tric juice, are undoubtedly favorable. 

Splanchnicectomy. the procedure of Nicolas 
Pende, by any of its various technies is a major 
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operation which is not without risks and pos- 
sible complications. 

Splanchnicectomy as carried out by Fréh- 
lich, Stephen and Froéhlich (the Strassburg 
group) is a mediastinal-lumbar intervention 
that seems technically out of proportion to the 
removal of such a tiny nerve filament, even 
though the clinical results are favorable. 
Froéhlich’s interpretation of his successes from 
the endocrinosympathetic point of view is 
vague and inadequately substantiated. How- 
ever, the clinically favorable results of splanch- 
nicectomy naturally led to the desire to reach 
the nerve without blood effusion, by a simple 
puncture, and to put it out of funetion by 
anesthesis for indeterminate period. Admit- 
tedly the method is a simple one, but the topo- 
graphic nature of the sympathetic nerves is 
such as to make a random search for them un- 
certain and inadequate. On the other hand, 
the endoscopic transpleural route for locating 
the pectoral svmpathetie nerve, recently rec- 
ommended by Kux, is advantageous to such 
an extent that, on the basis of his first short 
communication, I found it possible to make im- 
mediate use of this technic, which is relatively 
simple and safe. 

At that time I did not have precise know]- 
edge of the Kux technic, but I was aware of 
its general principles. In any case, the explana- 
tion given by Kux was so comprehensive and 
simple as to make it easily possible for me to 
develop the following method: application 
of a small pneumothorax, followed by a con- 
trol roentgenogram to ascertain that the leaves 
of the pleura were free. This was followed by 
introduction of a thoracosecope (by means of a 
trocar, with the region under local anesthesia ) 
into the medial anterior axillary line. It is 
recommended that the endoscopic procedure 
be performed in a dark room. A little practice 
and adaptation will soon enable one to ob- 
serve, in the thoracic posterior cavity, the 
sympathetic nerve in its entire course, and 
also the ramification of the two splanchnic 


nerves. 
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One is surprised to observe here that the 
splanchnic sympathetic nerve shines plastically 
through the parietal pleura. I found it ex- 
tremely useful to have a few different prepa- 
rations made of this nerve* with a view to 
accustoming the eye to the rich variability 
of the nervous trunk, and also to familiarize 
myself with the plastic appearance of the 
nerve (see illustration). 

After a certain amount of practice it is 
not difficult, as a rule, to locate the nerve, at 
first by direct vision and subsequently by 
vision at an angle of 90 to 130 degrees. At first 
I employed a ecelioscope (Gullbring) ; subse- 
quently I used a Kremer apparatus as modi- 
fied by Jacobaeus. The appropriate instru- 
ment is introduced through a second aperture 
of the trocar in order to execoriate the pleura 
parietalis, with a view to extracting the 
splanehnie nerve at the selected site and coil- 


*I am indebted to Prof. Boulgiakoff of King Fouad 
University, Cairo, who suggested these preparations, 


PICARD: EXERESIS OF SPLANCHNIC NERVE 


Left, anatomic location of right splanchnic nerve; right, that of left splanchnic nerve. The arrows indicate 
the exact points of interest. 


ing it up subsequently onto a simple spoke of 
a bicycle wheel. Hitherto I considered it neces- 
sary not to be satisfied with simple separation 
by means of cauterization but to perform an 
exeresis, taking the anastomoses into account. 
It is possible, in this manner, to remove from 
3 to 5 em. of the nerve. 

For beginners in this method there are two 
important factors in exeresis. In the first place, 
the patient shows signs of violent characteristic 
pain in the epigastric region, right or left as 
the case may be, and in the second place the 
segment of nerve extracted makes possible a 
histologic control. A twofold guarantee is thus 
obtained to prove that the nerve aimed at has 
been extracted. 

I have encountered no real complications in 
any of my exereses. The only complications. 
observed in a few cases, were temporary me- 
teorism and retention of urine. As a rule these 
symptoms disappeared within twenty-four 
hours after the usual medical treatment. 
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My patients with ulcer showed the various 
groups of typical uleer symptoms. Among 
them were some who had violent and repeated 
hemorrhages; others had attacks of vomiting 
seven or eight times a day, and in some the 
ulcers had perforated. As a rule I operated on 
the last-mentioned patients three to four 
weeks after the perforation had been sutured, 
while other patients were suffering from hema- 
temesis and chronic melena, many of them re- 
quiring a blood transfusion. 

All these symptoms, pain in particular, 
ceased as soon as the splanchnic nerves had 
been interrupted, and none of the patients suf- 
fered from vomiting after the operation. All 
of the operative patients regained the weight 
they had lost in the course of the disease; 1 
patient regained 9 Kg. in one year. 

What chiefly impressed all the patients, 
however, was the total disappearance of pain. 
I observed that exeresis of the right great 
splanchnic nerve alone would insure the heal- 
ing of duodenal ulcers and of pyloric, prepy- 
lorie and postpylorie ulcers. 

Exeresis of the left great splanchnic nerve 
resulted in the cure of the stomach ulcer 
proper. 

Attention is drawn to the fact that all the 
patients, who for many years had anxiously 
endeavored to avoid any dietetic errors, were 
able after the operation to eat normally, and 
at the time of writing they continue to do so 
with impunity (period of observation, fifteen 
months). A curious case was that of an invet- 
erate drunkard who had been hospitalized and 
operated on for a perforating ulcer; since 
then he has been able to drink happily and 
without concern! 

Six weeks after the operation the ulcer cavi- 
ties of all the patients operated upon had be- 
come invisible under the roentgen rays. 

In my opinion, the fear that elimination of 
the sympathetics may result in painless per- 
foration of the ulcer is not founded on phy- 
siologic fact; a sufficient number of sympa- 
thetic fibers exist in the vagus itself, particu- 
larly in the vessels of the stomach, which other- 
wise would react alarmingly. 

How can one interpret the course of recov- 
ery as a result of splanchnicectomy? The con- 
sensus is that the relation between the vagus 
and the svmpathetie nerves is explained simply 
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by the fact that two influences, antagonistic 
in appearance only, enter into collision, and 
that the elimination of one of these nerves 
results in the subtraction of its functions 
(Hess). 

Taking into account the complicated mech- 
anism of innervation (it is well known that 
the vagus nerve contains sympathetic fibers 
|Shapiro and Robillard] and the fact that 
physiologists [Rasmussen and Duncan] have 
been able to demonstrate that the splanchnic 
nerve contains vagus fibers (myelinic), I have 
assumed that these two systems, although they 
appear to antagonize each other, not only cross 
each other anatomically but are physiologically 
functional alternates. By the elimination 
(eventually only temporary) of one of these 
groups, the deranged equilibrium is restored 
and a functional optimum is obtained. Prob- 
ably overstimulation of the emotional and sen- 
sitive sympathetic nerve provokes secondary 
irritation of the vagus. Splanchnicectomy elim- 
inates pain and thus cancels the irritating 
impulses toward the neuromotorsecretory sys- 
tem of the vagus. 


SUMMARY 


The author presents his own method of en- 
dothoracoscopie intrathoracic removal of the 
main splanchnic nerve. He has found this 
method effective in the healing of gastroduo- 
denal ulcer. Removal of the right main splanch- 
nie nerve alone is sufficient to insure healing of 
gastroduodenal pyloric, prepylorie or post- 


pyloric ulcer. Removal of the main left 
splanchnic nerve results in healing of the 
peptic uleer proper. The operation is per- 
formed with local anesthesia, by means of a 
thoracoscope and a preliminary pneumothorax. 
It is practically bloodless. 

The healing process can be explained by 
removal of the overexcited emotional and sen- 
sitive splanchnic nerve, which, in its turn, 
excites secondarily the secretomotor system 
of the vagus nerve. This causes elimination of 
the uleer pains, and the irritating impulses are 
removed. A physiologie equilibrium is thus ob- 
tained between the two nerves, which are an- 
tagonistic in appearance only, and as a conse- 
quence optimal function is obtained. 

Although the method has been in use for a 
comparatively short time, no relapses have 
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been observed at the time of writing, some 
fifteen months after operation. All patients 
concerned will be followed up. 


RESUME 


Nous avons dévéloppé une méthode d’exé- 
rése du nerf grand splanchnique par la voie 
endothoracoscopique. Elle semble aboutir a la 
guérison des ulcéres gastro-duodénaux. Nous 
avons observé, que l’exérése du nerf grand 
splanchnique droit suffirait a elle seule pour 
assurer la guérison de l’uleére duodénal et de 
Vuleére pylorique et pre- et post-pylorique 
L’exérése du nerf grand splanchnique gauche 
aboutirait 4 la guérison de l’uleére de 1’es- 
tomae proprement dit. 


ZUSAM MENFASSUNG 


Der Verfasser stellt seine eigene Methode 
der endothorakoskopischen intrathorakalen 
Entfernung des grossen Splanchnikusnerven 
dar. Er hat gefunden, dass seine Methode in 
der Heilung von Magen- und Zwoelffinger- 
darmgeschwueren wirksam ist. Die Entfer- 
nung des rechten Hauptastes des Splanchnikus 
allein genuegt, um die Heilung von pylori- 
schen, praepylorischen und _ postpylorischen 
Geschwueren zu sichern. Die Entfernung des 
linken Splanchnikusnerven fuehrt zur Heilung 
des eigentlichen typischen Magengeschwuers. 
Die Operation wird mit Hilfe eines Thorako- 
skops und eines einleitenden Pneumothorax in 
Lokalanaesthesia ausgefuehrt und ist praktisch 
unblutig. 

Der Heilungsprozess kann durch die Ent- 
fernung des uebererregten Gefuehls- und Emp- 
findungsnerven, des Splanchnikus, der seiner- 
seits widerum das sekretomotorische Vagus- 
system erregt, erklaert werden. Dies verur- 
sacht das Versechwinden der Geschwuers- 
schmerzen, und damit werden die reizenden 
Impulse ausgeschaltet. Auf diese Weise wird 
zwischen den beiden Nerven, die nur dem An- 
schein nach Antagonisten sind, ein physiolo- 
gisches Gleichgewicht hergestellt, und eine 
optimale Funktion ist die Folge. 

In der allerdings verhaeltnismaessig kur- 
zen Zeit der Anwendung der Methode sind bis 
zur Zeit der Veroeffentlichung keine Rueck- 
faelle innerhalb von vierzehn Monaten nach 
der Operation gesehen worden. Die Beobacht- 
ung aller Kranken wird fortgesetzt werden. 
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RIASSUNTO 


Abbiamo messo a punto, un metodo d’exeresi 
del nerve grande splaenico per la via endo- 
toracoscopica. Sembra che si possa, in questo 
modo avere ragione delle ulceri gastro-duo- 
denali. Abbiamo osservato che l’exeresi del 
nervo grande splacnico di destra, era sufficiente 
per assicurare la guarigione dell’ulcera duo- 
denale di quella pilorica ed infine delle ulceri 
pre, e post piloriche. L’exeresi del nervo gran- 
de splaenico di sinistra, darebbe la guarigione 
dell’ulcera dello stomaco propriamente detta. 

L’intervento viene eseguito, sotto anestesia 
locale, practicamente con scarsa perdita ema- 
tica, e per mezzo di un toracoscopio, che si fa 
precedere da un pneumotorace. 

La guarigione pud spiegarsi in questo modo : 
l’exeresi del nervo splacnico sovra-eccitato, des- 
tinato alla percezione delle sensazioni emotive 
e sensitive, a sua volta stimolerebbe il sistema 
secreto-motore del nervo vago. I dolori esis- 
tenti nell’ulecera sarebbero cosi eliminati, per 
neutralizzazione degli impulsi irritanti. 

Si ottiene in questo modo, un equilibrio fisio- 
logico tra i due sistemi nervosi, che sono an- 
tagonisti soltanto apparentemente, e si rag- 
giunge cosi un ottimo funzionale. 

Nonostante la brevita del tempo di osserva- 
zione (14 mesi soltanto) non abbiamo nei nos- 
tri pazienti osservato aleune recidive. Ci riser- 
viamo il controllo ulteriore. 


RESUMEN 


El autor presenta su propio método de ex- 
tirpacién intratoraxica endotoracosedpica del 
nervio gran esplacnico. Ha encontrado efee- 
tivo este método en la curacién de la tleera 
gastroduodenal. La extirpacién del nervio gran 
esplacnico derecho es suficiente para segurar 
la euracién de la filecera gastroduodenal piléri- 
ea, prepilérica y postpilérica. La extirpacién 
del nervio gran esplacnico izquierdo produce 
la curacién de la propia tleera péptica. La 
operaciOn se efecttia con anestesia local con 
un toracoscopio y pneumotoérax preliminar. 
Es practicamente incruenta. 

El proceso de curacién puede explicarse por 
la extirpacién del superexcitado emocional y 
sensitivo nervio esplaenico, que a su vez excita 
secundariamente el sistema secretomotor del 
nervio vago. Esto elimina los dolores de la 
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ulcera y suprime los impulsos de la irritaci6n. 
Se obtiene entonees un equilibrio fisiol6gico 
entre los dos nervios antagonistas en aparien- 
cia solamente, obteniéndose por consiguiente 
una funcién é6ptima. 

Aunque el método ha sido usado por un 
tiempo comparativamente corto, no se han ob- 
servado recaidas hasta el momento de escribir 
el articulo, catoree meses aproximadamente 
después de la operacién. Se continuara obser- 
vando a todos los pacientes. 
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Prescriptions of the Eighteenth Century 


To cure a pimpled Face. and fweeten the Blood: Take jena, one ounce; put it in 
a fmall ftone pot. and pour a quart or more of boiling water in it; then put as many 
prunes as you can get in. cover it with paper and fet it in the oven with houfehold 
bread; and take of this every day. one, two, three or more of the prunes and liquor. 
according as it operates; continue this at leaft half a year. 

For corns on the Feet: Take the yeaft of beer. and fpread it on a linen rag. and 
apply it to the part affected: renew it once a day for three or four weeks; it will cure. 

To take off Freckles: Take bean flower-water, or elder flower-water or May dew. 
gathered from corn, of either, the quantity of four fpoonfuls. and add to it one 
fpoonful of oil of tartar; mix it well together. and often wafh the face with it. and 
let it dry on. 

To take out Spots of the Small Pox: Take half an ounce of the oil of tartar. and 
as much oil of bitter almonds; mix them together, and with a fine rag apply it often 
to the face and hands, before the air penetrates into the fkin. 

To cure a Cough inclining to a Confumption: Take balfam of fulphur, one ounce. 
and oil of annis feed. one ounce. mix them together. and take a teafpoonful every 
morning and evening. the firft and laft thing; this has recovered thofe who were in a 
confumption. 
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Trichobezoar 


Report of Two Cases 
R. J. WILKINSON, MLD., F.A.CS., F.LC.S., anv W. R. WILKINSON, M.D. 


coneretions found in the stomach or in- 

testines of both men and animals. There 
are differences of opinion as to the origin of 
the term, but its derivation has been attributed 
by most authors to the Arabian term “bad- 
zehr,” which denotes counterpoison or anti- 
dote. 

The subject of trichobezoar, or hairball, is 
interesting because of its relative infrequency, 
but also because of the mystical lore surround- 
ing its early development. 

The purpose of this paper is to review 
briefly the subject of trichobezoar and to re- 
port 2 cases in detail, 1 of which has been 
previously reported by the senior author with- 
out a follow-up.’ For a thorough and detailed 
report on bezoars one is referred to the work 
of DeBakey and Ochsner,? which has been 
liberally used in preparing this paper. 

History.—The bezoar was a prized remedy 
from the time of the Hindus in the twelfth 
century B.c. until recent times. It was sup- 
posed to neutralize poisons, reanimate old age, 
destroy venoms and counteract vertigo, epi- 
lepsy, dysentery, plague and leprosy. It was 
frequently worn as a charm to protect one 
from evil. During the Middle Ages, bezoars 
were so highly esteemed that counterfeits were 
made. More recently, the bezoars of the buf- 
falo, when sectioned and placed over a dog 
bite, were supposed to prevent hydrophobia.* 

Trichobezoars are particularly common in 
the cow, the horse and the rat, especially dur- 
ing the hair-shedding season. The first re- 
corded case of trichobezoar was reported by 
Baudamant in the Journal de Medicine, Paris, 
1779. 

Incidence.—In a thorough search of the 
world literature on bezoars (1938) DeBakey 
and Ochsner were able to collect 172 cases of 
trichobezoar, to which they added 1. More 
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ie term “bezoar” is applied to masses or 
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recently 5 additional cases have been reported : 
3 by Miller and Kirt* in an article, ‘“Tricho- 
bezoar” in the Journal of Mt. Sinai Hospital 
(April 1944); 1 by Watt and Harner’ in a 
paper entitled “Bezoars Causing Acute Intes- 
tinal Obstruction,” which was read before the 
Southern Surgical Association in December 
1946, and another by Collins in the discussion 
of that paper. Thus 179 eases of trichobezoar, 
including our 2, have been reported to date. 
Jndoubtedly, many cases of trichobezoar have 
not been reported, but the reported cases re- 
veal the infrequeney of its occurrence. 

Trichobezoar is most common in the young 
females. In DeBakey and Ochsner’s collected 
series of cases, over 90 per cent occurred in 
females and over 80 per cent before the age 
of 30 vears. It is interesting to note that phy- 
tobezoars (food balls) occur predominantly in 
men past 30 years of age (Figs. 1 and 2). 

Etiologic Factors.—The cause of trichopha- 
gia, or “hair swallowing,” is open to some de- 
bate. Some® believe that it is a habit most 
frequently developed in young girls who wear 
their hair long and flowing over their shoul- 
ders, which predisposes to the placing of 
strands of hair into the mouth, biting and 
eventually swallowing them. 

Certainly some demented persons practice 
trichophagia, but believe that psychosis ac- 
counts for but a small percentage of cases. 
Cases have been reported of patients who 
acquired the habit in the delirium of typhoid. 
We agree with Golden’ that the most common 
cause is some habitual body manipulation 
similar to thumbsucking, nail biting, ete. 

In 1 reported case* the patient underwent 
gastrotomy five times within thirteen years, 
each time for the removal of a hair ball. 

Debakey and Ochsner have described a di- 
ospryobezoar, or persimmon ball, which they 
classified as a type of phytobezoar (food ball) 
representing 73 per cent of all phytobezoars. 
In both eases reported there was a history of 
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Fig. 1.—Relative incidence of bezoars and concretions on the basis of DeBakey and Ochsner’s collected series 
and cases more recently reported. 


eating persimmons for several years. Although 
both eases represent classic hair balls, from 
the roentgen and gross appearance, we are 
convineed that the ingestion of persimmons 
was a factor in their development, causing 
formation of a coagulum in which the hair 
readily became enmeshed. A plausible explan- 
ation of this formation was presented by 
Izumi, Isida and Iwamoto,’ in whose opinion 
it is due to the action of gastrie juice upon 
soluble shibuol (C,,H2 0»), a substanee con- 
tained in the persimmon. Thus they experi- 
mentally produced artificial persimmon balls 
by ineubating small pieces of the fruit in 
gastrie juice. 

Diagnosis.—The diagnosis of trichobezoar is 
not difficult if the condition is borne in mind. 
We believe that the presentation of a tricho- 


bezoar, or any other type of bezoar, is justified 
if for no other reason than as a reminder of 
its occasional existence. 

As has been mentioned, this condition is by 
far most frequent in girls in the second decade 
of life. The history of trichophagia is elicited 
in but about 50 per cent of cases, but if pres- 
ent, will aid greatly by suggesting the possi- 
bility of a trichobezoar. The gross appearance 
of the child may show short, straight, ragged 
hair, especially around the temples. 

The symptoms usually begin as any other 
vague gastrointestinal disturbance character- 
ized by anorexia, dyspepsia, nausea, malaise, 
weight loss and feeling of fullness in the epi- 
gastrium. Later symptoms, which develop 
when the stomach can no longer tolerate the 
hair ball, are nausea, vomiting and epigastric 
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pain. When these symptoms develop, the hair 
ball will have attained an enormous size and 
will occupy the entire stomach, forming a true 
cast of this hollow viseus. It is amazing that 
the patient’s general health is so little affected 
by such a large mass oceupying a hollow vis- 
cus. These patients will usually present them- 
selves with an epigastric mass and/or the 
gastrointestinal symptoms mentioned above. 
The epigastri¢ mass will be freely movable and 
essentially nontender and run diagonally 
across the epigastrium. 

If the aforementioned history and physical 
signs are elicited, the presence of a bezoar 
should certainly be suspected. An upper gas- 
trointestinal roentgen series will confirm the 
diagnosis. The roentgen appearance of tricho- 
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bezoar, as described by Dr. H. R. Crews,’° 
roentgenologist at St. Mary’s Hospital, is as 
follows: 4 

“The survey films of the abdomen reveal 
soft tissue mass which lies in the left upper 
abdomen. Examination of the upper gastroin- 
testinal tract by means of the oral ingestion of 
barium reveals gross enlargement and immo- 
bility of the stomach. The ingested barium 
flows around the margins of the intraluminal 
gastric mass and outlines the circumference 
of the stomach. Barium which becomes en- 
meshed within the trichobezoar forms a per- 
fect cast of the stomach, and strands of hair 
are identified by their thin translucent areas 
between the flecks of opaque barium. Strands 
of hair may be visible extending into the first 


— Trichobezoar 
----- Phytobezoar 
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Fig. 2.—Age incidence by decades in DeBakey and Ochsner’s collected series and cases more recently reported. 
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Fig. 3 (Case 1).—4A, roentgenogram of upper part of gastrointestinal tract after ingestion of barium. B, sur- 
vey film of adbomen after ingestion of barium. 


and second portions of the duodenum which 
are distended with the intra-luminal foreign 
body and maintain their distended shape in all 
positions and at all times. There is no appreci- 
able gastric obstruction and barium flows 
freely into the small bowel. Barium enmeshed 
within the trichobezoar may remain there for 
several days.” 


REPORT OF CASES 


Cast 1.—R. R., an 11-year-old girl, was ad- 
mitted to the Chesapeake and Ohio Hospital, Hunt- 
ington, West Virginia, on Aug. 2, 1946, with an 
initial complaint of a “knot” in the pit of her 
stomach, which was first noticed by the child six 
months prior to admission. The “knot” had been 
progressing in size until admission to the hospital. 
The mother stated that the child had lost 10 pounds 
(4.5 Kg.) in weight during the past six months. 
No particular weakness was noted, and the child 
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Was as active as she had been prior to onset of the 
illness. Although the mass was noted in February, 
she was allowed to continue in school because of her 
apparently normal behavior and lack of subjective 
symptoms, which were limited to a poor appetite 
at supper time. Other than this and a severe cough 
of two weeks’ duration, there were no symptoms 
referable to any system. The past history and fam- 
ily history were noncontributory. 

The patient’s hair had been cut short by the 
parents about three years prior to admission to the 
hospital. Before that time her hair had been long 
and she frequently put strands of it into her mouth. 
Also her family, on many occasions, had noticed 
her playing with a curl of hair in her mouth. She 
had eaten persimmons on her grandfather’s farm 
every year for at least six years prior to admission. 
Her father stated that she chewed on anything and 
everything. She constantly bit her fingernails, 
chewed pencils and would bite a pencil in two. Her 
desire for meat was matched by her intense dislike 
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of vegetables. So far as could be ascertained, she 
was a perfectly normal child. She made average 
grades in school and played normally with other 
children. 

Physical examination revealed her to be well 
developed and fairly well nourished. She was in no 
apparent distress. The heart was normal to auscul- 
tation. There were scattered rales throughout both 
lungs. The eyes, ears, nose and throat were normal. 
Examination of the abdomen revealed an epigastric 
mass with its longest diameter in the horizontal 
plane and extending from the xyphoid process 
above to midway between the xyphoid and the um- 
bilicus. The mass was firm and movable and de- 
scended 3 to 4 em. upon inspiration. 

Laboratory studies revealed the following values: 
hemoglobin, 93 per cent; red blood cells 4,800,000 
and white blood cells 9,900 per cubic millimeter, 
with 66 per cent neutrophils, 28 lymphocytes and 
6 monocytes. The urine was clear and yellow, with 
a reaction of 5 and a specific gravity of 1.024. 
Negative results were obtained for albumin and 
sugar. The serum protein level was 7.35 Gm. per 
hundred cubic centimeters. The serologic values 
were normal. 

The preoperative impression of the senior author 
was that of a hair ball. This impression was sub- 
stantiated by the roentgenologist after an upper 
gastrointestinal series of roentgenograms had been 
taken (Fig. 3). The patient was treated for bron- 
chitis by the Medical Service until clearance was 
granted for surgery. 

On August 24 gastrotomy was performed with 
cyclopropane and ether anesthesia. A left para- 
median incision was made, and the stomach was 
delivered into the wound. A longitudinal incision 
was made in the anterior wall of the stomach mid- 
way between the greater and lesser curvatures. The 
trichobezoar was removed without difficulty (Fig. 
4). 

The gastric and abdominal incisions were closed, 
and a Levine tube was introduced for continuous 
gastric suction. On the second postoperative day 
the Levine tube was intermittently occluded after 
small feedings, and ambulation was started. On the 
third postoperative day the gastric suction was 
discontinued and jello and custard were given 
orally. Thereafter a regular diet was instituted. The 
immediate postoperative course was complicated by 
a productive cough without evidence of atelectasis. 
This, however, subsided with symptomatic treat- 
ment and the girl was discharged, symptom free, 
on the ninth postoperative day. 

In February 1950 the patient returned at our 
request for a follow-up study, approximately three 
and one-half years after the operation. She was 
then a rather stout 15-year-old girl. The abdominal 
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incision was well healed, with no evidence of hernia. 
Palpation of the abdomen gave negative results 
except for minimal tenderness to deep pressure in 
the epigastrium. The practice of trichophagia by 
the child was denied by herself and her parents. A 
gastrointestinal roentgen series revealed completely 
normal conditions. 

Case 2.—H. S., a 9-year-old girl, was admitted 
to St. Mary’s Hospital, Huntington, West Vir- 
ginia, on Dee. 21, 1949. The chief complaint upon 
admission was a constant heavy feeling and dis- 
comfort in the epigastrium of several weeks’ dura- 
tion. The mother stated that the child had been 
pulling and eating her hair for several years. There 
was almost complete loss of appetite. The child had 
had nausea but no vomiting. Her bowel movements 
had been normal in character but decreased in 
number during the two or three weeks prior to 
admission, and there was no awareness of hair in 
the stools. She had eaten persimmons on several 
occasions, the last being two or three months prior 
to admission to the hospital. 


Fig. 4.—Photograph of trichobezoar removed at oper- 
ation in Case 1. 
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Her behavior in school was that of any normal 
child, and her grades corresponded with those of 
the average child in her classes. Her behavior pat- 
tern at home, it seemed, was very different. The 
mother constantly told the child and the physicians 
how terribly nervous the child was. From our com- 
paratively short association with the family, we 
concluded that the mother was responsible for much 
of the child’s nervousness. 

It is interesting to note the method of tricho- 
phagia in this patient. She would pull and swallow 
her hair most frequently while witnessing an excit- 
ing motion picture or listening to an exciting serial 
on the radio. During these tense moments she 
would wet her index finger, curl a small piece of 
hair around this finger and jerk the hair out. Then 
she would place this small ball of hair on her 
tongue and swallow it. : 

The systemic review, the past history and the 
family history were noncontributory. 

Physical examination revealed a well developed. 
poorly nourished child in no apparent distress. The 
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hair, especially around the temples, was straight 
and ragged or uneven. The heart and lungs were 
normal to auscultation and percussion. The eyes, 
ears, nose and throat were normal. The abdomen 
was thin and sunken and had the appearance of 
fullness in the epigastrium. Upon palpation there 
was a definite mass running diagonally across the 
epigastrium, with the superior portion lying just 
to the left of the xyphoid process and the inferior 
portion considerably lower and about 3 inches (7.5 
em.) to the right of the midline. This mass was 
nontender and freely movable, and the palpating 
hand could almost encircle it. To palpate it was like 
feeling the stomach filled with cement. Our im- 
pression after the first examination and before 
roentgen studies were made was “trichobezoar, oc- 
cupying the stomach.” A gastrointestinal series 
substantiated our impression (Fig. 5A). 
Laboratory studies on admission revealed the 
following data: hemoglobin, 76 per cent; red blood 
cells 4,010,000 and white blood cells 12,800 per 
cubic millimeter, with 70 per cent neutrophils, 29 


Fig. 5 (Case 2).—A, roentgenogram of upper part of gastrointestinal tract after ingestion of barium. B, 
photograph of trichobezour removed at operation. 
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per cent lymphocytes and 1 per cent eosinophils. 
Serologic vales were normal. The urine was yellow 
and cloudy, with a PH of 5, a specific gravity of 
1.024, a trace of albumin, a 2 plus reaction for 
acetone and no sugar. Microscopic examination 
showed 6 to 8 pus cells per high power field and a 
few epithelial cells. Two transfusions of 250 ce. 
of whole blood were given on successive days. 

Operation was performed on December 27, with 
open drop ether anesthesia. A transverse incision 
was made in the midepigastrium, the rectus muscles 
being divided. A longitudinal incision was made in 
the anterior portion of the stomach, and the tri- 
chobezoar was removed without difficulty (Fig. 
5B). The gastric incision was closed in layers with 
a running Connell suture of No. 000 plain catgut, 
a serosal suture of No. 000 chromic catgut and 
interrupted silk sutures. A Levine tube was intro- 
duced into the stomach and constant suction insti- 
tuted. The patient received 500 ce. of whole blood 
during the operation. Convalescence was unevent- 
ful. She was ambulatory on the first postoperative 
day; feedings were started on the third, and the 
Levine tube was removed on the fourth. She was 
discharged, symptom-free, nine days after the 
operation. The child was observed by the nurse to 
be pulling and eating her hair before discharge 
from the hospital. 


SUMMARY 


1. The term “trichobezoar” is applied to a 
mass of hair occupying the stomach and/or 
the intestines of either man or any of the lower 
animals. 

2. The subject of trichobezoar is briefly 
reviewed, 2 cases are presented in detail. 

3. The probability of a persimmon coagu- 
lum contributing to, or aiding in, the develop- 
ment of a trichobezoar is presented. 

4. The relative infrequency of trichobezoar 
is justification for its occasional presentation. 


RESUME 


1. Le terme trichobezoard désigne des 
masses de cheveux qui se forment dans |’es- 
tomae ou l’intestin ou dans les deux, chez 
Vhomme ou chez certains animaux. 

2. L’infréquence relative de tricho bézoard 
justifie sa presentation occasionnelle. 

3. Le sujet de trichobezoard est briévement 
passé en revue, et 2 cas sont passés en details. 
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RESU MEN 


1. El término tricobezoar se aplica a una 
masa de cabello ocupando el est6mago y/o los 
intestinos del hombre o los animales inferiores. 

2. El tricobezoar es relativamente infre- 
cuente v esto justifica su ocasional presenta- 
cidn. 

3. Se revisa brevemente el asunto del trico- 
bezoar y se presentan 2 casos en particular. 

RIASSUNTO 

1. Una massa di peli nello stomaco o nell’- 
intestino dell’uomo o di animali inferiosi viene 
designata col termine di tricobezoar. 

2. La pubblicazione di casi del genere e& 
giustificata dalla relativa rarita’. 

3. L’A. passa in ressegna questo soggetto, 
aggiungendo due casi personali. 


ZUSAMMENFASSUNG 


1. Trichobezoar nennt man eine im mensech- 
lichen oder tierischen Magen oder Darm (oder 
in beiden) gelegene Masse von Haaren. 

2. Das verhaeltnismaessig seltene Auftreten 
eines Trichobezoars rechtfertigt die gelegent- 
liche Darstellung eines solehen Falles. 

3. Es wird ein kurzer Ueberblick ueber das 
Thema “Trichobezoar” gegeben, und zwei 
Faelle werden genau beschrieben. 
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Pitfalls in Colon Surgery 
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some phases of surgery of the large 

bowel which present occasions for error 
in judgment as well as in technical manage- 
ment. 

Probably the most frequent complication of 
malignant disease of the colon is the develop- 
ment of some degree of obstruction. Although 
most patients with this condition have a his- 
tory of digestive upsets and changes in bowel 
habit, the occurrence of obstruction may be 
so sudden as to cause some panic in the patient 
and his family and oceasional discomposure 
in the doctor—a situation which too often 
leads to ill-advised and ill-timed surgical in- 
tervention. 

In our experience it is most unusual to sub- 
ject a patient to immediate operation. Decom- 
pressing the large bowel finds greater and 
greater usefulness as the surgeon becomes 
more familiar with the various decompression 
technics that can be employed under these 
circumstances. 

Too much emphasis cannot be placed on the 
use of nasal suction by the Wangensteen 
method or the Miller-Abbott tube. It is fre- 
quently stated that suction will decompress the 
small bowel but will have little influence be- 
yond the ileoceecal valve or the area between 
it and the obstructing lesion beyond. Fluoro- 
scopic study has demonstrated that few ileo- 
cecal valves are actually competent. Most of 
them permit regurgitation of gas and liquid 
from the large bowel into the terminal portion 
of the ileum. 

The rather common excuse for an ill-advised 
emergency laparotomy is that there is little 
hope of decompressing the so-called “trapped” 
segment, which lies between the ileocecal valve 
and the obstructing lesion. If the lesion is low 
enough in the left side of the colon to be 
reached by the proctoscope without too much 
manipulation, one may find it comparatively 
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easy to pass a small rectal tube, or even a 
small eatheter, carefully through the ob- 
structed segment. With the catheter or small 
rectal tube in place, one may irrigate and re- 
lieve the gaseous distention of the large bowel 
proximal to the lesion. 

A surgeon should not attempt passage of 
the rectal tube or catheter unless he has had 
adequate training in proctoscopie procedures. 
It is alarmingly easy to perforate friable 
walls. 

A very vicious practice, which has resulted 
in disaster on a number of oceasions, is the ill- 
advised use of pituitary-like injections, which 
tend to produce vigorous peristaltic move- 
ments of the intestine. When the obstruction 
is located in the left side of the colon and there 
is proximal distention of the large bowel, the 
oceurrence of vigorous peristaltic movements 
may distend the cecum to such a degree that 
rupture of its thin wall may occur. 

It cannot be denied that some unusual con- 
ditions resist all attempts to decompress the 
large bowel either from below or from above. 
For patients with these conditions one should 
plan a method of surgical relief that will be 
most helpful to the patient and at the same 
time, not handicap the surgeon in any future 
operation that may be necessary for radical 
removal of the obstructing lesion. 

It must be remembered that more than 85 
per cent of tumors of the large bowel occur in 
the sigmoid and rectum. With this in mind, 
it is obvious that colostomies which have their 
openings on the left side of the abdomen may 
seriously impede exposure and exploration of 
the sigmoid and rectum. Cecostomies or trans- 
verse colostomies are farthest removed from 
the commonly made incisions for resection of 
the sigmoid and rectum. 

In a previous article one of us has described 
a simple cecostomy that will give adequate de- 
compression in most cases of obstruction of 
the large bowel. It is an interesting fact that 
the relief of distention by cecostomy is usually 
followed by patency of the obstructing lesion. 
The edema and inflammatory reactions often 
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subside sufficiently to admit of the passage of 
gas and fluid through a previously completely 
obstructed segment. 

Irrigation through the cecostomy and 
through the anus may aid in dislodging small 
fecal bodies that tend to plug the narrow lu- 
men. One irrigation is not an efficient test of 
the method. It is sometimes necessary to repeat 
the irrigations two or three times a day for 
several days before one is rewarded with the 
passage of gas and liquids through the normal 
channel. We have been impressed by local 
changes observed in and about the carcinoma 
after employment of decompressive measures. 

Many surgeons maintain that a Mikuliez type 
of operation offers unusual advantages in the 
obstructed or partially obstructed large bowel. 
The very suggestion that this operation can be 
employed in patients with partial or com- 
plete obstruction has led to many injudicious 
interventions. In these cases. if the tumor is 
mobilized and the mesentery divided, one can- 
not avoid cutting across the lymph channels 
that drain the inflamed infected tumor area. 
The remanipulations that must be performed 
during mobilization of the tumor tend to con- 
taminate liberally the site of operation. 

Any attempt to suture the parallel loops 
above and below the exteriorized tumor is 
fraught with great danger, because of the 
friable nature of the thin, distended segment 
proximal to the obstructive lesion. The amount 
of gland-bearing mesentery that can be re- 
moved safely in a primary resection with end- 
to-end anastomosis is greater than with any 
other type of operation directed toward restor- 
ation of intestinal continuity. The fact that 
the two parallel loops which come to the sur- 
face must retain mesentery that equals the 
distance from the posterior position of the 
bowel to the level of the bowel stomas limits 
the amount of mesentery which can be resected. 

Another pitfall for many surgeons is the 
employment of some so-called “aseptic meth- 
od” of anastomosis after resection of a malig- 
nant tumor of the colon. 

We should like to call attention to several 
serious defects in the technic employed in 
these operations. Most operations of the asep- 
tie type are done over specially designed 
clamps, which hold the crushed ends of the 
two segments within their-grasp. We have 
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repeatedly called attention to the danger of 
crushing tissues which are to become part of 
a line of anastomosis. Crushed tissues offer a 
favorable site of infection, abscess formation 
and necrosis. Since the crushed tissues ex- 
tend around the entire circumference of both 
segments, there is great danger that infection 
will invade some part of either of these two 
ends. Add to the already devitalized ends the 
employment of a continuous suture around 
the entire circumference at a short distance 
above and below the crushed tissue, and the 
union of these divided ends is further jeopard- 
ized. 

There is an additional danger in the use of 
continuous sutures; they tend to constrict the 
lumen. There is also the danger that a well 
developed diaphragm may follow the line of 
the anastomosis. In previous reports we have 
spoken of the difficulty of suturing the large 
bowel without passing the needle into the lu- 
men at some point in the suture line. Our 
experience seems to leave little doubt that 
the less often we have to employ surgical de- 
compression and the more frequently we can 
decompress the large bowel by nonsurgical 
methods, the better our results will be. 

A bowel which is not distended and one 
whose bacterial flora has been reduced by 
suitable bacteriostatic drugs should offer fa- 
vorable results if the healing capacities of the 
tissues are not interfered with by surgical 
trauma due to inept technic. 

There is the further requirement that the 
general healing power of the patient must be 
brought to its highest level by all modern 
methods of preoperative preparation. When 
these requirements are met, there seems to be 
little doubt that primary resection with im- 
mediate end-to-end suture of the large bowel 
can be employed in most of the accessible 
regions. 

Our experience further leads us to the con- 
clusion that oversuturing and excessive infold- 
ing at the suture line, associated with the use 
of devitalizing continuous sutures, are the 
greatest obstacles to successful repair in opera- 
tions on the large bowel. 

No paper dealing with this type of surgical 
procedure should fail to emphasize the impor- 
tance of sound tissue. The more completely 
surgeons become acquainted with the physiol- 
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ogy of tissue repair and regeneration, the bet- 
ter foundation they will have for operative 
technic and for preoperative and postoperative 
eare. 

Certain reasonably accurate indexes have 
been established by which one can predict the 
healing capacities of a given patient. Vitamin 
C levels in the blood offer a fair index of the 
healing efficiency of connective tissue. Patients 
with levels of less than 0.7 of Vitamin C per 
hundred eubie centimeters of blood are not 
considered good risks. Those whose blood pro- 
tein levels are less than 6.5 mg. per hundred 
cubie centimeters are likely to be delayed in 
recovery. 

In most patients with normal or nearly nor- 
mal tissues an end-to-end anastomosis will be 
at its weakest sometime between the fourth 
and the eighth postoperative day. During the 
first three days, if the suture line is mechan- 
nically well approximated, the sutures them- 
selves will keep the tissues firmly united within 
their grasp. The plastic exudate will cement 
the area between the sutures, but true tissue 
regeneration will not have taken place. After 
the fourth day the tissue within the grasp of 
the suture will have undergone ischemic necro- 
sis, but tissue regeneration will not as yet have 
made itself felt to any degree. It will thus be 
seen that, from the fourth day on, the efficiency 
of the suture is lessening, and it will be neces- 
sary for the tissue repair and regenerative 
processes to preserve and complete the union 
of the two ends of the bowel. Great care should 
be taken to protect the suture line from strain 
during these critical four or five days. 

Suction and an indwelling rectal tube will 
serve to limit distention. Food by mouth should 
be withheld to prevent accumulations in the 
repaired bowel. 


SUMMARY 


The appearance of obstruction in lesions of 
the large bowel is not the signal for surgical 
intervention. In most eases the bowel can be 
decompressed by judicious use of suction from 
above and irrigation from below. Decompres- 
sion should be thoughtfully designed to facili- 
tate subsequent surgical procedure. The Miku- 
liez operation should rarely be used. Sound 
principles should govern the use of suture re- 
pair of the colon. Aseptic methods are less in 
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demand with bacteriostatic drugs. Tissue 
crushing of the bowel ends is a detriment to 
early union. The value of improving the gen- 
eral healing capacities of the individual pa- 
tient cannot be overemphasized. Knowledge of 
the healing cycle in united intestines must gov- 
ern the employment of decompression meas- 
ures and suggest the limitation of liquid and 
food intake by mouth. 


RESUME 


La présence d’obstruction dans les lésions du 
gros intestin n’est pas toujours un signal pour 
Vintervention chirurgicale. Dans la plupart 
des cas, l’intestin peut étre décomprimé par 
lemploi judicieux de suction par en haut et 
(irrigation par en bas. La décompression doit 
étre faite soigneusement afin de faciliter la 
procédure chirurgicale qui doit suivre. L’ope- 
ration de Mikulicz sera rarement employée. 
Les principes solides doivent gouverner la 
reparation par suture du edlon. Les methodes 
aseptiques seront employées avee les médica- 
ments bacteriostatiques. L’écrasement tissu- 
laire des deux bouts de l’intestin est nuisible 
a union rapide. I] faut avoir recours a tous 
les moyens généraux pour fortifier le malade. 
La connaissance des differents procédés de su- 
tures intestinales aide a l’emploi sage des me- 
sures de décompressions et suggére la limita- 
tion des liquides et d’aliments par voie orale. 


ZUSAM MENFASSUNG 


Das Auftreten von Obstruktionserscheinun- 
gen bei Erkrankungen des Dickdarms ist nicht 
das Signal zum echirurgischen Eingriff. In den 
meisten Faellen kann der Darm dureh An- 
saugung von oben und Ejinlaeufe von unten 
entspannt werden. Die Entlastung muss mit 
Bedacht geplant sein, um nachfolgende chir- 
urgische Prozeduren zu erleichtern. Die Miku- 
liez-Operation sollte nur selten angewandt 
werden. Die Anwendung von Dickdarmnaeh- 
ten sollte auf vernuenftigen Grundsaetzen be- 
ruhen. Auf aseptische Methoden wird bei Ge- 
brauch von bakteriostatischen Medikamenten 
weniger Gewicht gelegt. Das Zerquetschen des 
Gewebes an den Darmenden ist einer fruehen 
Heilung hinderlich. Die Hebung der allge- 
meinen Heilkraft des einzelnen Kranken kann 
in ihrer Bedeutung nicht hoch genug einge- 
schaetzt werden. Die Anwendung von Ent- 


é 
* 
698 


VOL. XIV, NO. 6 


spannungsmassnahmen und die Beschraen- 


muss von der Kenntnis des Heilungszyklus zu- 
sammengenaehter Darmteile abhaengig ge- 
macht werden. 


RIASSUNTO 


La comparsa di sintomi di ostruzione nelle 
lesioni dell’intestino crasso non suona sempre 
il segnale l’allarme per un intervento opera- 
tivo. Nella maggioranza dei casi l’intestino puo’ 
essere decompresso mediante aspirazione dal 
di sopra, irrigazioni dal di sotto. La decom- 
pressione ha lo scopo precipuo di facilitare 
un successivo intervento. L’operazione di Miku- 
liez trova poche indicazioni. Le suture per la 
riparazione del colon vanno eseguite con molto 
giudizio e con grande accuratezza. Lo schiac- 
ciamento dei capi intestinali va a tutto detri- 
mento di una rapida guarigione. Gli antibiotici 
sono utilissimi anche negli interventi asettici. 

Gli A. richiamano ancora una volta l’atten- 
zione sopra l’importanza di migliorare le con- 
dizioni generali dei pazienti, poiche’ sono 
queste condizioni alle quali sono principal- 
mente affidati i poteri di guarigione. La decom- 
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pressione e la limitazione degli alimenti e dei 
liquidi per via orale debbono basarsi sopra 
una precisa conoscenza delle fasi di guari- 
gione delle anastomosi intestinali. 


RESUMEN 


La apariencia de obstruccién en lesiones del 
intestino grueso no es sefal para intervencién 
quirtirgica. En muchos casos puede descom- 
primirse el intestino por el uso juicioso de 
succién desde arriba e irrigacién desde abajo. 
Se intentaria cuidadosamente la descompre- 
sién para facilitar el procedimiento quirir- 
gico subsecuente. Se usaria raramente la opera- 
de Mikulicz. Gobernarian los principios 
del sondeo el uso de la sutura para reparacién 
del colon. Los métodos asépticos son menos 
favorecidos sin drogas bacteriostaticas. El 
aplastamiento tisular de los cabos intestinales 
es en detrimento de la unién temprana. No 
puede exagerarse el valor de mejorar las 
capacidades de recuperacién general del pa- 
ciente. El] conocimiento del proceso de cicatri- 
zaciOn de la union intestinal debe gobernar el 
empleo de medidas descompresivas y sugerir 
la ingesti6n limitada de liquido y alimento. 
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Familial Adenomatosis 


H. R. REICHMAN, M.D., F.A.CS., F.A.P.S., F.1.C.S.* 
SALT LAKE CITY, UTAH 


and their relation to malignant disease 

have been a subject of great interest for 
many years. The term polyps, used in a broad 
sense, describes any growth, pedunculated or 
sessile, protruding into the lumen of the bowel. 
It may also be used to describe a benign true 
adenomatous tumor. Much confusion exists 
due to the fact that this term is not used more 
specifically. 

Multiple polyps in the colon has been recog- 
nized as a disease entity for many years. 
Menzel, according to Scarborough,’ Rankin® 
and others, was the first to call attention to 
this fact in 1721. With numerous reports ap- 
pearing in the medical literature, efforts have 
been made to classify polyps and the disease 
they produce. Perhaps the most generally 
accepted is that made on a clinical basis by 
Erdman and Morris* in 1925. These authors 
classified polyps of the colon into two groups: 
(1) single, or multiple polyps developing in 
adults as simple neoplasms (adenomas), or 
secondary to inflammatory disease; and (2) 
diffuse multiple polyposis occurring in child- 
hood or early adult life. 

Wesson and Bargen* in 1934 classified 
polyps on an etiologic and pathologie basis 
into similar groups: (1) true polyps and (2) 
post-inflammatory polyps. Rankin and Fitz- 
gibbon”? in 1931 classified true adenomatous 
polyps into three groups, emphasizing their 
relation to carcinoma. 

Familial adenomatosis has been considered 
a rare disease. Searborough'! collected 301 
cases reported in the literature up to 1937, 
MeLaughlin® 331 up to 1943 and Guptillé 
347 to 1947. Guptill added 5 of his own. 
Estes* in 1948 added a family study of 6 
living children who had the disease. The 
mother had it also, and her father had ap- 
parently died of it. Gardner® added 4 cases 
in 1948, and Boehme'’ added 7 eases re- 
ported in 1950. This large number of cases 


Pana’ te occurring in the colon, their cause 


*Assistant Clinical Professor of Surgery, University of 
Utah College of Medicine. 
Submitted for publication Oct. 17, 1950. 


would suggest that the disease is actually not 
too uncommon. However, the differential 
diagnosis between familial adenomatosis and 
acquired polyposis is in many instances quite 
difficult, and it is entirely possible that several 
of the cases earlier reported may have been 
of the aequired type. As Dukes" has pointed 
out, many of the earlier reports have added 
confusion to the subject, and the question of 
priority need not be considered in giving this 
disease a name. In fact, it has been referred 
to by many authors under a variety of names, 
such as disseminated polypus, polyposis in- 
testini, multiple adenomas, agminated ade- 
nomas, familial polyposis, hereditary polyposis 
and multiple polyposis. 

The classic description by Cripps!** in 
1882, with his report of the cases of 2 patients, 
a brother aged 19 and a sister aged 17, called 
attention for the first time to the familial 
tendency of this disease. Many writers since 
that time have reported family studies show- 
ing the unquestionable hereditary factor!?. 

As the lesions have also been shown to be 
true adenomas, it would seem that the name 
familial adenomatosis best describes the dis- 
ease. This not only clearly denotes the family 
tendency but distinguishes this disease from 
multiple polypi, which may or may not be 
true adenomas, but which for a variety of 
reasons occur in the colons of persons in 
whom no familial tendency may be demon- 
strated. 

Lockhart-Mummery'® has given an_ ex- 
cellent dissertation on the causation of this 
disease, to which little has been added. He 
asserted that adenomatosis is an example of 
gene mutation. This is passed on to each sue- 
ceeding generation as a Mendelian dominant, 
though it may be a recessive. It is transmitted 
by both sexes and affects both sexes. If it is 
a recessive, it should be noted, it may skip a 
generation only to reappear and plague a 
subsequent generation. 

It is a curious fact that the victim is ap- 
parently not born with the disease, but rather 
with a tendency toward its development, 
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which usually appears at about puberty or in 
early adult life. In the series of cases studied 
by Hullsiek’® the average age was 30.9 years. 
At the time of puberty the hereditary factor 
seems to stimulate a marked proliferation of 
the epithelial elements of the colon. As a result 
of this rapid growth adenomas of uncountable 
numbers develop in the colon of the affected 
person. This development of a disease entity 
is wholly different from that of polyps result- 
ing from inflammation. 

Bargen'® and other investigators have sug- 
gested that the inflammation of colitis has an 
important role in the formation of polyps. 
The condition reported by Virchow™ in 1863 
and called “colitis polyposa” was apparently 
of this group. However, as early as 1881 
Woodward'*® distinguished true polyposis 
from the type secondary to inflammation, and 
to the latter he gave the same “pseudo 
polyposis.” Saint!® in 1927 wrote an excellent 
treatise on polyposis and divided the cases 
into two groups—those which were due to 
inflammation and those which were not. 
Dukes? described the distinguishing features 
of true polypi and pseudopolypi. He noted 
that polyps secondary to inflammatory dis- 
ease or irritations were irregular in the con- 
tour of the tags of mucous membrane, whereas 
true polyps are smooth and rounded. More 
recently other writers, (Swinton and War- 
ren,?? and Hellwig*?) have observed that 
lesions associated with colitis are not true 
adenomas. It would seem, then, that a distine- 
tion should be made between pseudopolyposis, 
multiple adenoma and familial adenomatosis, 
as a rational basis for treatment. 

The symptoms of the disease may be de- 
layed for several years. Frequent bowel move- 
ments, accompanied with blood and mucus, 
are the most common symptom. The symptoms 
in each case are in direct proportion to the 
extent of the disease. As the disease develops, 
the symptoms become more intense. Abdominal 
pain, colicky and usually associated with tenes- 
mus, is soon followed by anemia and general 
weakness. As these symptoms are not unlike 
those of carcinoma, chronic idiopathic ulcera- 
tive colitis, specifie colitis, diverticulitis, 
endometriosis with bowel involvement and 
granulomatous disease of the colon, it naturally 
follows that such factors must be considered 


in arriving at the differential diagnosis. 
Diagnosis—The diagnosis of this disease is 
usually not difficult. Digital examination in 
most cases will reveal a thickened mucous 
membrane, and the soft polypoid masses can 
be felt with the examining finger. Proctosig- 
moidoscopic examination readily reveals nu- 
merous adenomas, usually varying in size 
from 1 mm. to 1 to 2 em. Some may be in- 
flamed or eroded, but the mucous mem- 
brane is smooth and intact over them. The 
mucous membrane in the typical case appears 
quite normal between the lesions. This is in 
contrast to the appearance in cases resulting 
from colitis, in which the mucous membrane 
shows the usual evidence of inflammation. 
Roentgen examination reveals the extent of 
the disease and may reveal the presence of a 
malignant growth. It is also helpful in dif- 
ferential diagnosis as was pointed out by 
Felsen.** In the typical case of familial 
adenomatosis (Fig. 1) the roentgenogram 
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shows normal haustrations, the wall -is - of - 


normal thickness and there is no stenosis. If 
stenosis is present it is usually associated with 
malignancy. In the case of acquired polyposis 
the haustrations are lost; there are defects in 
the mucosal pattern and thickening of the 
wall; there may be stenosis, and these changes 
may be segmental. It is well to emphasize, 
however, that in many eases these differences 
may be difficult to demonstrate (Fig. 2). Al- 
though differentiation may be difficult, its 
importance is emphasized in case studies of 
the two diseases. Sloan and Bargen, in a 


review of 2,000 cases of chronic ulcerative 


colitis, showed the incidence of malignant 
degeneration to be 5 per cent. In all the family 
studies of familial adenomatosis reported it is 
recognized that if the patient survives the 


usual hazards of life and the ravages of the : 


disease malignancy can be anticipated at an 
early age in 100 per cent of cases. 


Treatment.—When the diagnosis of. familial 


adenomatosis has been made, the doctor as- 
sumes a twofold responsibility. 1. Because of 
the familial tendency, other members of the 
family should be advised of the disease and 
urged to be examined. To have the other mem- 
bers of the family submit to examination is 
often not without difficulty, as MeKenny?! 
has shown. 2. The management of the indi- 
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vidual case is a serious problem; each step in 
the surgical management must be carefully 
considered. 

Roentgen treatment over the entire colon is 
the only form of conservative treatment avail- 
able. The reports in the literature on this form 
of treatment are usually unfavorable.‘ It is 
generally recognized that treatment of this dis- 
ease is surgical. If the concept of the disease 
as described above is accepted, it would seem 
logical that all mucosal elements in which the 
hereditary tendency exists should be removed. 
A study of the recent literature shows that 
surgeons generally agree as to the need of 
radical resection, but there is wide divergence 
of opinion as to how this should be accom- 
plished. Bacon*® has devised an ingenious 
operation for transplanting the transverse 
colon through the preserved anal sphincters, 
with success in 11 cases. I have performed this 


Fig. 1.—Roentgenogram of patient in case reported, a 
white man aged 32 with lipomatosis and adenomatosis. 


DECEMBER, 1950 


Fig. 2.—Roentgenogram of A. M., a white man aged 

41 with polyposis. Treatment was left colectomy with 

abdominoperineal resection and permanent colostomy 

of the proximal transverse portion of colon. Excellent 
clinical result. 


operation successfully in 2 cases of multiple 
adenomas but do not consider it adequate for 
familial adenomatosis. Jones** advocated 
ileosigmoidostomy and later colectomy per- 
formed in stages, removing all the potentially 
malignant area which would not be visualized 
through the proctoscope. Mayo and Wake- 
field?* in 1936 reported a five-stage procedure 
to remove the colon and preserve the anal 
sphineter. Cattell ** reported 23 cases from 
the Lahey Clinic. Ileostomy and total colee- 
tomy were done in 6, ileoproctostomy and 
subtotal colectomy in 12 and abdominoperineal 
resection in 5. He firmly stated, “The treat- 
ment of choice is permanent ileostomy and 
total colectomy, including abdominoperineal 
resection.” 
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Guptill’ offered a new type of anastomosis 
and expressed the opinion that the treatment 
of choice is fulguration of the polyps in the 
lower part of the rectum and anastomosis of 
the ileum to the rectum, followed by two-stage 
colectomy and subsequent observation. 

Gardner’ reported 3 cases in which ileo- 
rectal side-to-side anastomosis and colectomy 
were performed as a one-stage procedure. 
Hoxworth and Slaughter*® reviewed the 
surgical literature from 1930 to 1948, sum- 
marizing the surgical procedures reported on 
during that period. Boehme’s recent report’’ 
of 7 cases in which end-to-end ileorectal anas- 
tomosis and colectomy were performed in one 
stage is most impressive. 

Apparently no one can standardize the 
operative procedure to be used, but it is gen- 
erally agreed that all potentially cancer- 
bearing tissue must be removed. Any segment 
of colon allowed to remain must be kept under 
observation for the rest of the patient’s life. 
For this reason it would seem that if ileorectal 
anastomosis is selected an end-to-end anasto- 
mosis would be preferable, as this would leave 
no blind pouch of colon with its potentiality 
of malignant degeneration ; also, this internal 
ileostomy leaves the patient more nearly 
normal. 

If the patient proves normal after his final 
operation and if this has been accomplished 
with the least possible number of operations, 
other members of the afflicted family will sub- 
mit more readily to examination and treat- 
ment. 

In the case to be reported here an open 
end-to-end anastomosis and a colectomy were 
performed in a single stage, after the ade- 
nomas in the rectum had been fulgurated. 

This ease is to be identified in Figure 4 as 
No. LV, 219. It is one of the cases included in 
the study being conducted in the Laboratory 
of Human Genetics at the University of Utah 
(Figs. 3 and 4) by Drs. F. E. Stephens and 
E. J. Gardner.** As will be noted, the study 
is still in its preliminary stage. The ultimate 
outeome should result in identification and 
treatment of the condition in several additional 
cases. 

In this particular case it appears from a 
study of the family that members afflicted 
with adenomatosis also have multiple lipomas, 
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a fact known to themselves for some time. The 
patient himself said, “I am sure my daughters 
will develop the disease, as they have the 
superficial tumors, and members of the family 
with these tumors have bowel tumers also.” 
(Proctoscopie examination of the daughters, 
aged respectively 5 and 9 vears, revealed no 
evidence of adenomatosis. This fact will be in- 
vestigated further in the study, as no other 
family seems to have been observed in which 
a second type of tumor appears to follow the 
same hereditary pattern as the adenomatosis. 
This fact may account for the common knowl- 
edge of their ailment among members of the 
family. It is interesting to note that in a letter 
written by the patient’s uncle [III-70] to his 
niece [IV, 214] in 1942, soon after undergoing 
an abdominal operation of unknown type for 
cancer of the colon: “The curse of the family 
has returned since the operation.” He died 
soon after this letter was written. ) 


REPORT OF CASE 


A white man aged 32 was referred for examina- 
tion because of blood in the stools. This had first 
appeared eight months earlier. Roentgen studies 
of the colon were not diagnostic. Proctosigmoido- 
scopic examination revealed multiple adenomas 
throughout the rectum and the distal portion of 
the sigmoid. These were partially fulgurated at the 
time of examination and completely fulgurated be- 
fore operation was performed. The patient was 
immediately advised of the nature of his disease. 
He was aware of the family history as noted here: 


11-7 and her descendants 

Died of cancer of colon or rectum 8 
Died of cancer of stomach with metastases 1 
Died of causes other than cancer 


Died in infaney 5 
Living, over 35 years of age 8 
Living, 35 vears of age or younger 19 

44 


He had recently seen his brother die of carcinoma 
of the colon at the age of 30 and desired surgical 
intervention for himself as soon as possible. 

The patient was in good general health and had 
been working daily until admission. General physi- 
cal examination gave essentially negative results 
except for several lipomas over the extremities, 
sealp and trunk. Proctoscopice examination revealed 
multiple adenomas, fulgurated as described. Blood 
values, including that for serum protein, were 
within normal limits, but routine transfusions were 
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Fig. 4.—Familial chart No. 2, Families A and RB. 
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given before operation on the colon was performed. 
A low residue, high protein diet was ordered. Sul- 
fasuccidine and dihydrostreptomycin were given 
in indicated doses. 

With the region under spinal anesthesia, opera- 
tion was performed on March 22, 1950. The abdo- 
men was opened through a long midline incision 
extending to the left of the umbilicus. Palpation 
of the abdominal contents revealed no pathologic 
signs, and no polyps could be palpated with cer- 
tainty. Nevertheless, in view of the proctoscopic 
picture and the known family history, a colectomy 
was done. 

A point approximately 5 cm. proximal to the 
ileocecal juncture was selected, and the ileum was 
divided between clamps with a cold knife. The 
colon was likewise divided with a cold knife at the 
peritoneal reflection. An end-to-end open anasto- 
mosis was then done, a continuous triple No. 0 
chromie catgut suture being employed for the 
mucosa. This was reinforced with interrupted No. 
40 cotton sutures. At the conclusion of the anasto- 
mosis a mushroom catheter previously placed in 
the rectum was passed up through the anastomosis. 
The colectomy was then started by dividing the 
lateral reflection of the parietal peritoneum. The 
right colic artery was identified and doubly ligated. 
The dissection was carried over to the midcolic 
artery, and at this time the right lumbar gutter 
was closed with a continuous plain No. 1 catgut 
suture. The midcolie artery was then doubly ligated 
and the dissection carried over to the splenic liga- 
ment, which was divided. The dissection was car- 
ried down the left lateral leaf of the peritoneum 
to the left colic artery. The artery was ligated and 
the colon removed. Peritonealization was carried 
out, a continuous plain No. 1 catgut suture being 
used. The mesentery of the ileum was sutured to 
the posterior peritoneum to close this space and 
thus prevent herniation as well as too free move- 
ment at the site of the anastomosis. The abdomen 
was closed without drainage. 

Pathologic Picture—The colon, removed, meas- 
ured 98.0 em. in length. Five em. of terminal ileum 
was attached to the proximal portion. The serosal 
surface appeared normal throughout. The appen- 
dix was attached and measured 9 by 5 em. There 
were numerous adenomas on the mucosal surface 
throughout the length of the colon. These ade- 
nomas were more concentrated in the sigmoid and 
cecal regions. The largest measured 9 em. in diam- 
eter. The mucosa of the colon appeared normal 
except for the polyps. None of the polyps ap- 
peared to be ulcerated. 

More than 25 polyps were sectioned and exam- 
ined. No evidence of malignaney was observed. 
The postoperative course was uneventful. The 
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anastomosis functioned well, and the patient left 
the hospital on the ninth day. 


SUMMARY 


1. A review of familial adenomatosis again 
emphasizes the fact that it is a neoplastic dis- 
ease with a definite hereditary tendency. 

2. Malignant degeneration can e antici- 
pated in 100 per cent of patients who survive 
to early adult life. 

3. These known facts justify and indicate 
radical surgical intervention including re- 
moval of the entire colon when the disease is 
diagnosed. 

4+. The time and method should be selected 
by the surgeon according to the individual 
case. 

5. The disease occurs frequently enough to 
be recognized as one ealling for radical 
surgical intervention. It is not to be regarded 
as a medical curiosity. 

6. Any segment of colon allowed to remain 
must first be shown to be free of malignant 
disease and must be kept under close observa- 
tion for the remainder of the patient’s life. 

7. Familial adenomatosis is the name sug- 
gested as being most descriptive and least con- 
fusing for this interesting condition. 


RESUME 


1. Une revue de l’adénomatose familiale 
démontre le fait que ¢’est une maladie néo- 
plastique avec une tendance hériditaire définie, 

2. la dégénération maligne peut étre anti- 
cipée dans 100° des malades qui vivent jus- 
qu’aux premieres annees de la vie adulte. 

3. Ces faits justifient et indiquent une in- 
tervention radicale chirurgicale demandant 
Vablation de tout le colon quand la maladie 
est diagnostiquée. 

4+. Le temps et la méthode seront choisis 
par le chirurgien pour chaque eas individuel. 

5. La maladie survient assez fréquement 
pour étre reconnue comme une qui demande 
une intervention chirurgicale radicale. Ce ne 
doit pas étre envisagé comme une curiosité 
médicale. 

6. Tout segment du colon conservé doit 
etre démontré comme etant libre de toute 1é- 
sion maligne et doit étre soumis 4 une observa- 
tion continue pour le reste de la vie du malade. 
7. L’adénomatose familial est le nom sug- 
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géré commele plus desereptif et moins confus 
pour cette condition intéressante. 


RESUMEN 

1. Una revision de la adenomatosis familiar 
senala de nuevo el hecho que es una enferme- 
dad neoplasica con tendencia hereditaria de- 
finida. 

2. Puede anticiparse la degeneracién ma- 
ligna en el 100% de los pacientes que llegan a 
la edad adulta. 

3. El conocimiento de estos hechos justifica 
e indica la intervencién quirtrgica radical, in- 
cluyendo la extirpacién completa del colon, 
cuando se diagnostica la enfermedad. 

4. El cirujano habria de seleccionar el mo- 
mento y el método de acuerdo con el caso 
particular. 

5. La enfermedad ocurre con bastante fre- 
cuencia para ser reconocida cuando se es lla- 
mado para la intervencién quirirgica radical. 
No mirarla como una curiosidad médica. 

6. Cualquier segmento de colon que haya 
de dejarse debe mostrarse primero libre del 
proceso maligno y mantenerse bajo estrecha ob- 
servacion por el resto de la vida del paciente. 

7. Se sugiere el nombre de adenomatosis 
familiar como el mas descriptivo y menos con- 
fuso para esta interesante enfermedad. 


ZUSAM MENFASSUNG 


1. Eine erneute Durehsicht der familiaeren 
Adenomatose fuehrt wieder zur Betonung der 
Tatsache, dass es sich hier um eine neoplasti- 
sche Erkrankung mit ausgesprochener Nei- 
gung zur Vererbung handelt. 

2. Maligne Entartung kann in hundert Pro- 
zent der Kranken, die das fruehe Erwachsen- 
enalter erreichen, erwartet werden. 

3. Diese bekannten Tatsachen rechtfertigen 
und erfordern radikale chirurgische Behan- 
dlung einschliesslich der Resektion des gesam- 
ten Dickdarms, wenn die Diagnose gestellt ist. 

4, Den Zeitpunkt und die Art des Eingriffs 
muss der Chirurg je nach Lage des einzelnen 
Falles waehlen. 

5. Die Erkrankung tritt haeufig genug auf, 
um als ein radikale chirurgische Behandlung 
erheischender Zustand anerkannt zu werden. 
Sie darf nicht als medizinische Kuriositaet be- 
trachtet werden. 

6. Bevor ein Abschnitt des Dickdarms im 
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Koerper belassen wird, muss nachgewiesen 
werden, dass er frei von Krebs ist. Danach 
muss der Dickdarm fuer den Rest des Lebens 
des Kranken unter strenger Beobachtung blei- 
ben. 

7. Der Name ‘“familiaere Adenomatose” 
scheint diesen interessanten Krankheitszu- 
stand am besten zu beschreiben und am wenig- 
sten verwirrend zu sein. 


RIASSUNTO 


1. Un esame della letteratura sopra l’adeno- 
matosi familiare dimostra ancora una volta 
che questa rappresenta un’affezione neoplastica 
con una netta tendenza ereditaria. 

2. Nel 100% dei pazienti che sopravvivono 
eta’ giovanile e’ da prevedere una degenera- 
zione maligna. 

3. L’adenomatosi familiare non va quindi 
considerata quale una curiosita’ medica, ma 
come una vera e popria affezione chirurgica. 

4. Ogni qualvolta una malattia del genere 
viene diagnosticata, bisogna ricorrere ad un’- 
operazione radicale che comprenda |’asporta- 
zione dell’intiero colon. 

5. La data ed il metodo di operazione vanno 
scelti dal chirurgo in base alle condizioni dei 
singoli soggetti. 

6. Qualora una porzione del colon venga 
lasciata, bisogna prima accertarsi che questa 
non sia coinvolta dalla neoplasia. E’ d’altra 
parte necessario un controllo per il resto della 
vita. 

7. Il termine di adenomatosi familiare e’ 
quello piu’ comprensivo e piu’ adatto per 
quest’interessante malattia. 
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URGERY, as a department of practical 

medicine, is confronted with a change of 
great importance in the treatment of cer- 
tain forms of carcinoma. Indeed, medicine as 
a whole, including biology, pathologie anat- 
omy, eugenics and the theory of heredity, 
must define its position with regard to a prob- 
lem that seems to undermine the former basic 
concept of the cause of malignant neoplasms, 
the concept of morbidity and eventually the 
rationale of prophylaxis. 

This problem is the problem of bisexuality. 

It is a very old problem. Chinese medicine 
made it the center of its system of general 
pathology three thousand years ago. It is the 
fate of many fundamentally sound ideas to be 
displaced again and again by intrusive and 
directly realizable theories, only to reappear 
from time to time in periods of confusion or 
renascence. 

Knowledge of the bisexual nature of man is 
revealed in the religious myths of all high 
civilizations. It is represented in the plastic 
arts, both sacred and profane. It has had its 
place in the philosophic world from Plato to 
Schopenhauer. Only now, however, does it 
enter into the complex problems of practical 
medicine, and the profession has no choice 
but to face it and arrive at a definitive attitude 
toward it. 

At present this problem presents a double 
aspect. On the one side there is a massive, 
though not in the least homogeneous, complex 
of facts, certainly not free from vagueness and 
contradiction but nevertheless capable of being 
crystallized into striking deductions based on 
a continuous course of experience. On the other 
side there is a broad biopathologie perspective 
with philosophic implications of the most al- 
luring, based perhaps at many points on rash 
conclusions but on the whole coverable by a 
working hypothesis worthy of the most careful 
attention. 


Submitted for publication Sept. 28, 1950. 


Bisexuality and Carcinoma 


B. BREITNER, M.D. 
INNSBRUCK, AUSTRIA 


The most significant item in the complex of 
facts is the astonishing influence of crossed 
sexual hormones on carcinoma of the second- 
ary sexual organs. Since Charles Huggins, 
professor of urology at the University of Chi- 
cago, proposed resection with castration and 
hormonal feminization as the standard treat- 
ment of prostatic carcinoma, bisexuality has 
become a fact of preeminent importance. Rele- 
vant hypotheses, which for the purposes of this 
article may be taken for granted, are pro- 
vided by the investigations of Moskowiez, 
Blum, Weininger, Swoboda and Fliess. 

The mere coexistence of morphologic char- 
acteristics of both sexes in the individual sub- 
ject, however, is not within the scope of this 
discussion, the purpose of which is to empha- 
size the bisexuality which is permanently 
qualified for function, is inclined to function 
and oceasionally becomes overtly manifest. Or. 
to quote Weininger, it is “the fact that man 
and woman are like two substances shared by 
the living individual in a different ratio of 
combination but without the coefficient of 
cither substance ever becoming zero.” 

Certain biologic situations can produce, in 
the course of human life, activation of the - 
opposite sex component even when it has 
thitherto lain dormant. 

The complex of facts is therefore divided 
into several subeategories. It includes the fa- 
miliar morphologic phenomena known as her- 
maphrodism, pseudo-arrhenia, pseudothelia 
(Benda), pseudohermaphroditismus internus 
or externus, hermaphroditismus verus bilatera- 
lis or alternans and ovotestis. It includes also 
the disturbances of sexual function that origi- 
nate in predisposition (androgyny, homosexu- 
ality, virilism) ; those that result from artifi- 
cial causes (castration syndrome), and those 
that represent pathologic conditions (pubertas 
praecox; hypergenitalism; hypogenitalism ; 
change of sex due to renal tumor, pinealoma or 
tumor of the hypophysis; polythelia, poly- 
mastia, amastia and gynecomastia). 

The morphologie and temporal coexistence 
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of the two opposite sex components with all 
of the aforementioned conditions is beyond 
question. Also beyond question is the abnor- 
mality of these conditions. True, disturbances 
and retardations may also occur in sexual dif- 
ferentiation, but the significant medical and 
biologie problem of bisexuality is not primarily 
pathologic; it is concerned, rather, with the 
possible effects of bisexuality under conditions 
generally accepted as normal. 

The aforementioned material presents evi- 
dence that in some men and women the forma- 
tive stimulation of the germ gland has not 
been sufficient to produce full development in 
the accepted sense of the term. In others, in- 
fluences predominate which affect the morpho- 
logie sex characteristics as well as the activity 
of the gonads. Since in the presence of the 
adrenogenital syndrome no change in the 
form of the testicles can be proved, one must 
look for the causative factor elsewhere. The 
existence of an extragenitai factor with a 
hormonal effect must be assumed, 

In my opinion, confirmation of the existence 
of such a factor is provided by the well known 
fact that castration of a mature person does 
not wholly extinguish his sexuality. This leads 
also to the conclusion that a universal correla- 
tion of sex and organism must exist. The man 
who has undergone castration does not become 
“neuter”; he becomes female. 

Therefore, since an influence apart from the 
gonads can produce intersexual and econtra- 
sexual changes in the same organism, a_ bi- 
sexual disposition must be postulated. 

Research in this field has hitherto been lim- 
ited to the establishment of man’s bisexual na- 
ture as an accepted fact, the recording of com- 
mon morphologic characteristics in the two 
sexes and the theoretical explanation of vari- 
ous abnormal manifestations. Today we face 
the demand for something more. Almost a 
century ago, surgery flung open the door to 
hormonal research by the famous “involuntary 
experiment” of total removal of the thyroid 
gland in a ease of Riedel’s struma, thus enlarg- 
ing the sphere of science to an exceedingly 
high degree. Now again, confronted with what 
was apparently a cul de sae in research, sur- 
gery is about to take another significant for- 
ward step. 

The historical course of this problem and 
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its gradual approach to resolution is extremely 
fascinating, but in this brief presentation I 
shall omit the chronologic record and epitomize 
the essential facts. 

The successful treatment of so-called be- 
nign prostatic hypertrophy with male hor- 
mones was followed by the treatment of pro- 
static carcinoma with surgical extirpation (or 
electroresection) of the growth, castration and 
feminization, and the treatment of mammary 
carcinoma with extirpation, castration and 
masculinization. The names of eminent re- 
search workers of all nations are connected 
with this development. Divergent observations 
have been reported by certain workers and 
must be mentioned here, despite their small 
number. Only a partial interpretation of these 
results is possible. Of great importance as 
bases for theoretical exploration of the prob- 
lem are all observations that offer confirmatory 
evidence of morphologic and functional bi- 
sexuality. 

Precise definition of the concept of climac- 
terium virile has been attained. “Protatisme 
chez la femme” was interpreted from the 
pathologic-anatomie point of view by Hugh 
Young of Baltimore, whose work, incidentally, 
supplemented and illustrated Erdheim’s inter- 
pretation of gynecomastia as a development of 
the whole mammary gland in the male, ex- 
actly similar to that which occurs in the normal 
female. Luger and Schulhof described the 
mixed forms on the basis of the sex-specific 
morphologie character of the cutaneous papil- 
lae. Blum and Legueu proved the early and 
frequent appearance of intersexual influences 
in patients with prostatic hypertrophy. The 
researches of Bleuler and Ziiblin on the physio- 
logic influence of crossed sexual hormones de- 
fined clearly the characteristics of the inter- 
mediate states. Ratschow was able to prove 
the different structure of the vascular intima 
in the two sexes, and Keller’s observation on 
the different “Konstitutionstypen,” based on 
variations in reaction to treatment with crossed 
hormones, indicated the direction of inter- 
sexual influence. Finally, Antonucci, in a lucid 
exposition of all clinical and experimental ob- 
servations thus far recorded, has pointed out 
the carcinogenic influence of the sexual hor- 
mones. 

All these constatations are evidence leading 
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to an extremely important conclusion ; namely, 
that the hypothesis of a biologic genesis for 
some forms of carcinoma is probably founded 
on fact. It follows, of course, that the problem 
of bisexuality becomes a problem of general 
biopathology. 

The proportion of male and female in any 
given human being is hereditary. Variations 
in functional rhythm between the male and 
female hereditary components show that an 
early decrease in the one involves stimulation 
of the proliferating tendency of the other 
(Swoboda). Yet nothing is said about the de- 
termination of the organ in the individual case, 
although it can be included without hesitation 
in the general hypothesis. The localization of 
carcinoma within a system of organs may, 
then, result from exogenous conditions. All 
functions known as carcinogenic can here be 
active. 

Proof of the nonsynchronous growth of the 
male and the female component has already 
been presented. Ackermann reported, at a 
conference of the American Chemical Society 
in Atlantie City, the results of his researches 
in Washington and St. Louis, emphasizing the 
fact that the proportion of amino acids is 
clearly different in young and old men and in 
young and old women. Three amino acids 
showed an obvious quantitative decrease as 
the age of the men increased, whereas they re- 
mained constant in the case of women. Two 
other amino acids showed a measurable de- 
crease in women but not in men. 

The next goal to be approached by the work- 
ing hypothesis will be definition of the position 
of each individual subject on the male-female 
line and perhaps the establishment of an index 
of the occurrence of carcinoma. Research in 
this direction has been in progress for some 
time. 

Wendt has taken as a starting point of his 
research the fact that the unrestrained ten- 
deney toward division and propagation which 
is characteristic of the protozoon cell is latent 
in the metazoon cell during the whole process 
of phylogenetic development. If a cell group in 
a metazoon “glides past the regulating influ- 
ence of the cell state in the course of the non- 
synchronous growth, there must exist a possi- 
bility that in these cells qualities arise which 
have dwelt within them since the unicellular 
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phase. For unicellular life is continual division 
occurring as the result of physiologic growth. 
In the multicellular organism of the metazoon 
this manner of cellular reaction means can- 
cerous degeneration of the cells.” The last link 
in the chain of ideas is herewith given. 

The possibility of polysymbiosis, i.e., the 
birth of the metazoon, was conceived only by 
abandoning the concept of the immortality of 
the unicellular being (Vogt). Polysymbiosis 
requires differentiation of activity and, at the 
same time, sexual propagation. The well 
marked sexual characteristics maintain their 
life rhythm in the descendants. The harmony 
of the hereditary qualities necessitates a syn- 
chronous growth and dying away. Their dis- 
harmony arouses the latent potency of the uni- 
cellular being, which now has the prevalent 
role. Nature itself, then, may become the 
cause of cancer. 

Sex pronounces the sentence of death to 
the victim. Every organism born by a sexual 
process comes into existence through the mix- 
ture of a male and a female primary sub- 
stance. Complete homogeneity, therefore, can- 
not be expected. The original differentiation 
necessarily manifests itself in the process of 
life. Thus the bastard nature of the individual 
(Swoboda), in the sense of bisexual disposi- 
tion, becomes a natural danger to his life, a 
danger maintained throughout life and _ in- 
creased or decreased by his mixed nature, de- 
pending on the individual peculiarities of his 
procreators. 

As has been said, bisexuality as a medical 
problem is no new concept. The ancient Chi- 
nese adopted the idea of disharmony between 
the Yang and Yin (male and female) elements 
as an explanation of morbid symptoms, which 
were thought to result from incongruity in 
physical elements. This old conception is in 
accordance with the “new” conviction that a 
certain dualism governs all nature and that 
any living being may become its victim. 

With this conclusion, the problem of bisexu- 
ality reapproaches the “myth” from which it 
once departed in the first eestasy of scientific 
knowledge. But is not a glimmer of myth in- 
dispensable to our intellectual life? 


SUMMARY 


The problem of bisexuality is prominent in 


a large body of factual material which forms 
the basis of a strong working hypothesis— 
namely, the assumption that bisexual com- 
ponents exist in the human being which are 
permanently capable of function, are disposed 
to function and from time to time become 
manifest. Although the presence of this bi- 
sexual tendency is normal, its overt mani- 
festations may arise from biologie rather than 
pathologie change. 

Numerous confirmations of this theory, 
based upon well known morphologie and fune- 
tional data, emphasize the importance of de- 
termining the exact sexual status of the indi- 
vidual patient. As regards the probable bio- 
logie genesis of certain forms of carcinoma, 
the bisexual nature of man and the chrono- 
logie inequality of the aging process in the 
male and in the female must be considered 
factors of considerable importance. 


RESUME 


Le probléme de la bisexualité est fondé sur 
un large matériel de faits qui forme la base 
d’une hypothése de travail fort étendue. II 
s’agit de l’affirmation de la disposition bissexe 
qui est permanent, capable de fonctionner, 
préte a fonctionner et qui fait son apparition 
de temps en temps. Elle se montre ainsi comme 
fait normal, sa manifestation occasionnelle 
provenant des conditions biologiques. 

De nombreuses constatations des faits mor- 
phologiques et fonctionnels, la morbidité de 
Vintersexe, l’effet du changement de sexe dans 
quelques espéces de carcinome, montrent l’im- 
portance de déterminer la position exacte de 
chaque individu sur la ligne ralliant les sexes 
tout entiérement différenciés. 

Partant de la génése biologique de certains 
carecinomes, la nature batarde de homme et 
lenvieillissement non-synehronique de la part 
masculine et de la part féminine qui a été 
prouvé se présentent comme facteur important 
dans les questions de la pathologie. 


ZUSAMMENFASSUNG 


Das Problem der Bisexualitét ruht auf 
einem reichen ‘Tatsachenmaterial, das die 
Grundlage einer sehr weit gespannten Arbeits- 
hypothese bildet. Es handelt sich um die Be- 
hauptung der dauernden, funktionsfahigen, 
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funktionsbereiten und ab und zu in Erschein- 
ung tretenden doppelgeschlechtlichen Anlage. 
Damit erscheint diese als eine normale Gege- 
benheit und ihr fallweises In-Erscheinung- 
treten biologisch bedingt. 

Zahlreiche Feststellungen morphologisch- 
funktioneller Tatsachen, die Morbiditét der 
Intersexe, die Wirkung der Geschlechtsum- 
kehr bei einigen Krebsformen zeigen die Wich- 
tigkeit der Positionsbestimmung jedes einzel- 
nen Individuums auf der Verbindungslinie 
der vol differenzierten Geschlechter. 

Ausgehend von der biologischen Genese 
mancher Carcinome erscheint die Bastard- 
natur des Menschen und das erwiesene nicht- 
synechrome Altern des minnlichen und des 
weiblichen Anteiles als bedeutungsvoller Fak- 
tor in den Fragen der Pathologie. 


RIASSUNTO 


Il problema bisessuale basa su un ricco ma- 
teriale effettivo, che forma la base d’una larga 
ipotesi di lavoro. Si tratta dell’asserzione della 
disposizione bisessuale, che é continua, sempre 
in funzione e che apparisce di tempo in tempo. 
Con cid questa si dimostra come un fatto nor- 
male ed il suo apparire a suo tempo quale 
biologicamente causato. Molte osservazioni di 
fatti morfologici e funzionali, la morbidita dei 
intersessi, l’effetto del cambiamento sessuale 
presso aleune forme del cancro, dimostrano 
Vimportanza nel determinare la posizione 
(ogni singolo individuo sulla linea di con- 
giunzione dei sessi completamente differenzi- 
ati. Partendo dalla genesi biologiea di aleuni 
careinomi ¢i risulta la natura bastarda dell’- 
uomo e l’inveechiare non sincrono della parta 
maschile e feminile, gia dimonstrabile, quale 
fattore importante nelle questioni di patologia. 


RESU MEN 


El problema de la bisexualidad sobresale 
en un gran cuerpo de factores que forman la 
base de una fuerte hipétesis de trabajo, espe- 
cialmente la arrogacién de la bisexualidad en 
el ser humano, permanentemente capaz de 
funcion, dispuesto a la misma y manifestan- 
dose de euando en cuando. En tanto es normal 
la presencia de esta bisexualidad, sus osten- 
sibles manifestaciones ocasionales pueden ori- 
ginarse de mutacién bioldgica. 

Las numerosas confirmaciones de esta teoria, 


q 
4 
|. 
= 
_ 
4 
d 


VOL. XIV, NO. 6 BREITNER: BISEXUALITY AND CARCINOMA 


basada sobre bien conocidos hechos morfolégi- del hombre y la desigualdad cronolégica del 
cos y funcionales, sefalan la importancia de — envejecimiento en el elemento masculino y el 
determinar el estado exacto en el caso par- propio envejecimiento en el elemento femenin, 
ticular. En lo que atafe a la génesis biol6gica aparecen como factor importante en ciertos 
de ciertos carcinomas, la naturaleza bisexual problemas patolégicos. 


Most men have died without creating; not one has died without destroying. 
—Dumas 


Everybody exclaims about ingratitude. Are there so many benefactors? —Boueart 


Omit a few of the abstruse sciences, and mankind’s study of man occupies nearly 
the whole field of literature. The burden of history is what man has been; of law. 
what he does; of physiology, what he is: of ethics, what he ought to be; of revelation. 
what he shall be.—Finlayson 


A transgression, a crime, entering a man’s existence, eats it up like a malignant 
growth, consumes it like a fever.—Conrad 


Incivility is not a vice of the soul, but the effect of several vices—of vanity. 
ignorance of duty, laziness, stupidity, distraction, contempt of others. and jealousy. 
—La Bruyere 


The man who has no sense of beauty is a bad painter. a bad friend, a bad lover: 
he cannot lift his mind and heart to goodness.—J oubert 


A phlegmatic character, a weak and languid will, can get on and hold its own 
with a small amount of intellect: what is naturally moderate needs only moderate 
support.—Schopenhauer 


Few men are worthy of experience. The majority let it corrupt them.—Joubert 


Life is like playing a violin solo in public and learning the instrument as one 
goes on.—Butler 


The mind celebrates a little triumph every time it can formulate a truth. 
—Santayana 


Fanaticism consists in redoubling your effort when you have forgotten your aim. 
—Santayana 


An obstinate man does not hold opinions; they hold him.—Pope 


The envious praise only that which they can surpass; that which surpasses them. 
they censure.—Colton 
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Chronic Ulcerative Colitis 


Recent Concepts of Etiology and Treatment 
WILLIAM B. SWIGERT, M.D., A.LCS. 


HE purpose of this paper is to review 
the more recent theories as to the 
etiology of ulcerative colitis, since proof 

of the actual specific cause of this disease is 
wanting. 

Idiopathic chronic ulcerative colitis' or 
thrombouleerative proctocolitis is a chronic 
inflammatory disease of the large bowel, mani- 
fested clinically by frequent, bloody muco- 
purulent discharge and characterized by spon- 
taneous remissions of variable duration,’ and 
pathologically by a typical change in the in- 
testinal wall, beginning usually in the rectum, 
spreading proximally and running a long 
course with a pronounced tendency to re- 
lapse,* each relapse representing a deeper 
establishment of the disease. It is reported to 
occur largely in the twenties and thirties,’ 
but Portis® has expressed the opinion that it 
originates in early childhood, though the 
pathologic-physiologie picture may not become 
evident until adolescence or adult life. 

Reviewing the postulated causes, one begins 
with infection. Many have sought a specific 
cause of ulcerative colitis. Bargen and Logan® 
claimed to have isolated a diplostreptococcus 
capable of reproducing the disease, and my 
late associate, Dr. A. J. Chisholm,’ made a 
careful study which at that time apparently 
confirmed Bargen’s data. Recent authors have 
doubted this conclusion, finding the diplo- 
coecus present in so many normal persons. 
This also applies to a more recent study of 
Bacillus necrophorus. Bassler* believed that 
Bacillus coli may become virulent under cer- 


tain conditions and be part of the picture of 


ulcerative colitis. The dysentery bacillus has 
aroused a great deal of interest as a cause of 
ulcerative colitis,? Felsen having stated that 
in 10 per cent of infection due to this organism 
results in a condition simulating chronic 
ulcerative colitis. According to a quotation by 
Wills,* “chronie bacillary dysentery and 
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chronic ulcerative colitis are identical both 
clinically and pathologically, according to 
most experienced observers.” 

Amebiasis, also listed as a cause of ulcera- 
tive colitis, is of particular interest to me, as 
in 7 of 16 recent cases of ulcerative colitis 
treated by myself there was a history of pre- 
vious amebiasis, which in 5 cases developed 
in spite of adequate therapy directed against it. 

Other infective causes mentioned are tuber- 
culosis, lymphogranuloma venereum and strep- 
tococeus infection. 

Thorlakson® has expressed the opinion that 
chronic ulcerative colitis is an inflammatory 
reaction of the colon to a variety of factors—- 
infective, allergic, nutritional and neurogenic. 
Similarly, Mackie? has said that it is a poly- 
valent mechanism involving the combined 
action of a number of factors; the most im- 
portant. of these are primary and secondary 
infection, sensitization of the colon, primary 
and secondary abnormal nutritional states, 
and secondary physiologic disturbances of the 
gastrointestinal tract affecting secretory and 
motor function. 

Nutritional states, in the opinion of many, 
are the cause of ulcerative colitis, but most 
writers now agree that these are a part of the 
picture rather than a specific cause (avitami- 
nosis, hypoproteinemia, deficiency of intrinsic 
protective factors, ete.). Haskell and Fried- 
man,’° on the basis of a theory that a deficiency 
in the intrinsic protective factor normally 
present in the intestinal mucosa is the cause 
of ulcerative colitis, used extracts of hogs’ 
intestinal mucosa for treatment. Robert Ehr- 
lich of Boston used a similar extract of hogs’ 
stomach in the treatment of ulcerative colitis 
with good results, though it was not effective 
in the presence of overwhelming infection. 

Allergy is a field of wide discussion in this 
connection. Andresen?! stated: “The only fac- 
tor almost invariably the cause of this disease 
has been allergy, usually to foods, although 
oceasionally pollens, dust, bacteria or their 
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products, and endocrine or hormonal secre- 
tions would seem to be the allergens causing 
sensitivity.” Rowe? pointed out that allergy 
best explains the primary lesions of the dis- 
ease. Vascular allergy can explain the ery- 
thema, edema and easy bleeding. Herpetic 
ulcers can arise from vascular thrombosis, 
similar to oral canker sores due to nutritional, 
pharmaceutical or bacterial allergies. Hyper- 
peristalsis rushing pancreatic enzymes into 
the colon can cause denudation, leading to 
perforation, bleeding or gross hemorrhage. 
Chronie allergy can produce sear tissue.’? In 
fact, the entire picture, according to Rowe, 
can be explained by allergy. Andresen has 
shown that hypersensitivity of the mucous 
membrane to food may cause acute ulcers of 
the colon. However, according to Bassler,’ 
ulcerative colitis in a person with food allergy 
can be aggravated by the allergy, intensifying 
the infective and infiammatory picture and 
making allergy an accessory factor rather than 
the cause. Rowe stated that localization of this 
disease in the rectum or other parts of the 
colon is better explained by allergy than by 
infection. Bassler and Mackie agreed that food 
allergy plays an important role in chronic 
uleerative colitis, but said that food allergy 
alone cannot produce the picture of the dis- 
ease. Mackie* concluded that sensitization of 
the colon develops after the onset of the pri- 
mary pathologic reaction. 

Another cause recently brought to attention 
is the psychosomatic or psychogenic factor. 
Grace, Wolf and Wolff!® have pointed out 
that the relation between periods of emotional 
stress and the onset and exacerbation of symp- 
toms in patients with chronic ulcerative colitis 
has been well established. Wolf and Wolff 
noted the spontaneous occurrence of minute 
submucosal hemorrhages in association with 
protracted and sustained feelings of hostility, 
resentment and anger. Dennis and others have 
observed petechial lesions in patients with 
ulcerative colitis during anger. Grace and his 
co-workers emphasized the need of considering 
the ultimate outcome if sustained hyperfune- 
tion from emotional distress is allowed to 
continue, pointing out that it would probably 
result in bleeding, anoxemia of the tissues. 
necrosis, sloughing and the formation of 
uleers. It is true that in almost every ease of 
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ulcerative colitis there are instances of exacer- 
bation due to emotional upsets, and instances 
also of recurrence or relapse, but Bassler* re- 
jected the theory that emotional upset per se 
can be the direct cause of ulcerative colitis. 
The colon is closely associated with the brain, 
and it is not difficult to understand why a 
patient whose colon is diseased is locally dis- 
turbed by an emotional upset. Portis,® in his 
review of the psychiatric literature of pre- 
sumable cures of uncomplicated and early 
ulcerative colitis in which lasting remissions 
are claimed, maintained that such remissions 
are due to “normalizing” the gastrointestinal 
tract, especially the sigmoid and rectum, with 
respect to the physiologie picture. Bassler has 
said that emotional states have about the same 
significance as allergic factors—namely, that 
they unstabilize an already diseased and de- 
generated colon. Warren and Sommers? 
agreed that the importance of psychosomatic 
influence in the genesis of ulcerative colitis 
cannot be disregarded. It is already known 
that fear and other emotional stresses can 
provoke the release of potent circulating chem- 
ical agents, including substances with proteo- 
lytic properties. 

The more recent work on lysozyme theory 
brought to attention by Mever and his asso- 
ciates'+ proposed the hypothesis that chronic 
ulcerative colitis may be due to a combination 
of local overproduction of lysozyme, followed 
by necrotizing action on the mucosa by the 
indigenous bacterial flora. In cases of ulcera- 
tive colitis they observed as much as 44,400 
units of Ivsozyme, the value in a normal con- 
trol group in twenty-four hours being around 
528 units. The high titer of this mucus points 
to the colon as the source of the enzyme, and 
these authors assumed that the enzyme pre- 
pares the way for the necrotizing effect by 
removal of the protective superficial mucus. 
Bassler pointed out that, although lysozyme 
is supposed to dry the bowel and make it 
susceptible to infection, in many chronic bio- 
toxic intestinal states (putrefactive) the mu- 
cosa is atrophic and dry and yet there is no 
tendency to the disease. 

I agree with Bassler that the term “cure” 
cannot be used in connection with chronic 
ulcerative colitis. The term “control,” quali- 
fied as good, fair or poor, is all that is per- 
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missible. Bassler’s own classification® is pri- 
marily mucosal or lymphatic, the latter type 
comprising the larger number of cases in 
which operation is required. Bockus’ classifica- 
tion!® according to the sigmoidoscopie picture 
is “acute phase” or “chronic phase.” The acute 
phase has four stages from discoloration to 
ulceration, but still is remediable. The chronic 
phase is that in which the bowel has suffered 
irreparable damage; it has three stages, active, 
quiescent and polypoid hyperplasia. 

Warren and Sommers,‘ in a study of autop- 
sies, have classified ulcerative colitis patho- 
logically into Type A (vaculitis) and Type B 
(erypt abscess). Type A is so classified be- 
cause of lesions of the blood vessels, such as 
necrosis of the vascular walls, thrombosis, 
arteritis or phlebitis. Interference with the 
local blood supply leads to sloughing and 
even perforation (with the more severe type). 
Type B involves the mucosa, with pus escaping 
from abscesses into the lumen of the bowel ; 
this is the type most commonly seen. Com- 
binations of the two types may occur. 

Complications are one of the more distress- 
ing features of ulcerative colitis and have a 
gravely significant bearing upon the treatment. 

There are a great many complications and 
varieties of complications, such as those at- 
tributable to inflammation, infection, lowered 
resistance, malnutrition and deficiency, other 
unknown processes, and conditions in which 
surgical intervention may be required, such 
as perforation, scarring and stricture, malig- 
nant change, thrombosis (a relatively acute 
complication occurring in two-fifths of autop- 
sied eases*), polyposis, fistulas, ete. Of interest 
is Sauer and Bargen’s!® observation that “the 
duration of the disease until a complicating 
carcinoma was diagnosed was sixteen years.” 

“The mechanism of chronic ulcerative colitis 
is a disturbance in the function of the colon, 
both neurogenic and vascular, whatever the 
initiating or predisposing factor might be, as 
infection, malnutrition, allergy or psycho- 
genesis.”’ Portis’ came close to explaining this 
by pointing out the colon has several different 
sources of nerve supply : first, the vagus nerves 
(cholinergic or parasympathetic) supplying 
the colon from the cecum to the ascending 
limit of the splenic flexure ; second, sacropelvic 
(cholinergic) nerves supplying the colon from 


DECEMBER, 1950 


the end of the vagus innervation up to and 
including the rectum. Since the more im- 
portant in this disease are the parasympa- 
theties, only these will be mentioned. The 
sacropelvic nerves, supplying the area in 
which ulcerative colitis usually begins (rectum 
and sigmoid) is a prime source of the physio- 
logic disorder. Emotional stimuli are trans- 
mitted over both nerves, disturbing the 
physiologic balance and increasing motility. 
Portis has never observed a case of ulcerative 
colitis in which the motility of the descending 
colon, sigmoid and rectum was normal. It 
would appear that altered emotional stimuli 
are transmitted principally over the sacro- 
pelvic nerves at the onset (the sacropelvic 
nerves being more susceptible than the vagus 
at first); fitting in with this impaired fune- 
tion is the fact that more tryptic enzyme is 
thrown into the colon, the increased lysozyme 
cutting and protecting mucus of the bowel 
and ulceration occurring as the result of 
enzyme digestion. Increasing the impaired 
function are allergic factors, primary and 
secondary infective factors, nutritional and 
deficiency disturbances and psychogenic fac- 
tors, all aggravating the beginning ulcerative 
colitis either singly or in combination. Thus, 
it may be a toxin or endotoxin with a predilec- 
tion for the parasympathetic system, espe- 
cially the sacropelvic nerves, that is the cause 
of this disease. 

Management.—Thorlakson’s phrase “the 
medical management of the disease with or 
without surgery’” is an apt one. To divide 
treatment into medical and surgical is to in- 
vite disaster. Only by the close ccoperation of 
internist, surgeon and laboratory can ulcera- 
tive colitis, in its various stages and complica- 
tions, be treated and managed with optimum 
success. Recent advances in medicine call for 
more conservative surgical procedures; often 
good surgical results must be attributed to 
faithful utilization, during the preparation 
and the postoperative period, of what might 
be called the basic principles of good medical 
management of ulcerative colitis.’ Yet the 
plea for earlier operation must not be over- 
looked, since often the internist refers the case 
to the surgeon too late for good surgical 
results. 

Formulating a medical management routine 
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for chronic ulcerative colitis is extremely diffi- 
cult, although a certain rationale is indicated. 
If the disease is acute, severe or fulminating,. 
hospitalization is necessary. Adequate fluid in- 
take, transfusions, sedatives and even emer- 
geney surgical intervention may be indicated. 
But in dealing with the chronic condition, 
even though it is in an acute phase, hospitaliza- 
tion cannot always be arranged. Each patient 
has individual problems; not all can afford 
to do as the doctor would like, especially those 
in the middle income bracket, who cannot 
spare the considerable time necessary to arrest 
this condition but must work while being 
treated. One must first rule out all known 
pathologic states, such as achlorhydria, and 
the differential diagnosis must rule out 
amebiasis, bacillary dysentery, lvmphopathia 
venereum, tuberculosis, enteritis, etc., before 
treatment for ulcerative colitis can be started. 

First of all, rational management must in- 
clude optimum nutrition. A high caloric intake 
is required; a diet high in protein, vitamins 
and minerals but restricted in content of 
starches and sugar. One must take food allergy 
into account, since in many eases the condition 
is initiated or aggravated early by improper 
foods. Rowe!” has recommended limiting meat 
to lamb. All agree that milk, eggs and wheat 
are the most common exciting factors. The 
main feature seems to be a bland, nonirritat- 
ing diet with a low residue. Supplemental 
intake by parenteral methods is important, as 
are repeated transfusions. Someone has made 
a statement I consider extremely important ; 
“Blood is the only fluid given parenterally that 
can be taken away as successfully.” Too much 
other parenteral fluid, even though needed, 
may cause an imbalance and unforeseen com- 
plications. Whole protein seems better for an 
anemic person than the digested types of food 
(amino-acids, ete.). Duodenal'® and gastric 
extracts are used successfully in many cases, 
although the disagreeable taste and odor are 
difficult to overcome. (In 2 cases gastric ex- 
tracts completely arrested the ulcerative 
colitis, and after eighteen months there has 
been no recurrent attacks or episodes. ) 

The drugs used for this condition are nu- 
merous. Briefly, atropine and allied drugs are 
used (with sedatives) to control spasm and 
nervousness. Infection is controlled by the 
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nonabsorbable sulfa drugs (sulfasuecidine. 
sulfathalidine, ete.), and antibiotic drugs 
(streptomycin, aureomycin, chloromyeetin, 
terramycin and penicillin). In administering 
these drugs, allergies must be considered. A 
drug occasionally mentioned in literature is 
“tineture of deodorized opium” to control the 
severe diarrhea and cramps. Paregorie is men- 
tioned frequently. There are differences of 
opinion as to the use of bismuth preparations 
to control diarrhea. In Portis’ opinion medica- 
tion including bismuth, kaolin and kaopectate 
is dangerous because caking of the feces may 
cause pressure necrosis and perforation.® Irri- 
gations or retention drugs given by rectum 
have been used successfully and widely of 
late. I have used tyrothricin solution with 
fairly successful results and no unfavorable 
reactions. The use of nisulfazole recently has 
proven excellent, except in cases of sulfa drug 
allergy. Major! has used this drug for several 
years in the treatment of ulcerative colitis. 
with some degree of success. The speediest re- 
sponse to treatment appeared in those patients 
who showed the lowest chronicity. These pa- 
tients also showed the most lasting results. 
This bears out my own experience; in 10 cases 
response has been satisfactory, with complete 
arrest for over a year in 3 of the 10 eases. 
Meyer and his co-workers!* showed in vitro 
that nisulfazole inhibited lysozyme, and my 
own experience in treatment has borne out the 
possibility of the reduction of mucus, the in- 
hibition of lvsozyme, which in theory can cause 
ulceration of the mucous membrane. Prud- 
den and Wills® have stated that it is a valuable 
therapeutic adjunct in the treatment of ulcera- 
tive colitis, particularly when all or most of 
the involvement is in the rectum and the lower 
part of the sigmoid. When there is involve- 
ment of the entire colon, with evidence of 
chronic damage and polypoid hyperplasia. 
improvement is less noticeable. Bassler ex- 
pressed the opinion that drug instillations and 
irrigations, no matter what the drug, are use- 
less and often vicious. Such drugs as sodium 
alkyl] or laurel sulfate® to wet. down or absorb 
the excess pancreatic enzyme and trypsin are 
valuable adjuncts in therapy, again in pre- 
venting enzymatic action on the unprotected 
mucous membrane. 

ACTH, a new drug, was tried by a colleague 
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in a case of fulminating ulcerative colitis (in 
which ileostomy was thought too dangerous), 
with remarkable results. The diarrhea ceased 
in two days; the patient was up and around 
in two weeks, and at present is in remarkably 
good health. This seems to confirm the theory 
that the parasympathetic system is the prime 
source of the disease. 

Vaccines have played an important role in 
therapy in the past and are still useful as aids 
in building resistance to secondary infection, 
particularly of the streptococcie type, as used 
by Bargen® and various workers since. 

Psychotherapy.—The early stage of ambula- 
tory treatment is the best time to question 
the patient as to any emotional upsets, fears, 
worries, maladjustments, depressions and 
anxieties he may have. Thorlakson® has wisely 
said that painstaking explanation of the treat- 
ment is of more value than the reiteration of 
general assurances. No one can deny, however. 
that emotional upsets do cause exacerbations, 
and it seems only wise that some form of 
psychotherapy be instituted in the course of 
treatment ; any deep-seated, complex emotional 
patterns should be handled by a psychiatrist. 
According to Andresen,'' it is remarkable 
how rapidly the patient’s mental attitude im- 
proves when the symptoms begin to subside. 
Psychotherapy is particularly indicated when 
surgical intervention is necessary for a patient 
who dreads ileostomy and its upsetting mental 
and emotional problems. 

Surgical Intervention.—There are still no 
definite criteria as to the exact time when 
operation is indicated. Early operation is a 
highly controversial subject, and the decision 
requires the utmost cooperation of surgeon 
and internist. Fansler and Frykman?? have 
advocated earlier and more frequent surgical 
intervention. 

The operations may be classified into four 
vroups: (1) ileostomy alone; (2) ileostomy 
and complete colectomy, with or without re- 
moval of the rectum; (3) partial or complete 
colectomy with anastomosis of the ileum to 
the remaining segment of colon or rectum, and 
(4) vagotomy. 

Tleostomy may be temporary or permanent. 
Temporary ileostomy may be required as an 
emergency measure in the presence of acute 
fulmination or in the treatment of carefully 
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chosen patients in whom rigid medical therapy 
brings about no improvement. Improvement 
is usually quick and marked in selected cases, 
but restoring the continuity of the bowel often 
causes recurrence. In the vast majority of 
cases ileostomy is a _ preliminary step to 
colectomy. 

Tleostomy with colectomy’ (complete) is a 
two-stage operation, because of its magnitude. 
This procedure is usually recommended for a 
colon in which extensive irreparable damage 
and complications, such as strictures, polypoid 
degeneration or carcinoma, have occurred. 
Thorlakson® described concisely the surgical 
procedures I am accustomed to use. Colectomy 
has given the best results in this disease when 
the internist and the surgeon have worked in 
close cooperation and operation was performed 
at the time approved by both. 

Colectomy with anastomosis of the ileum to 
the sigmoid or the rectum has been used in 
selected cases. 

Vagotomy is a recent procedure and is still 
under careful observation. It seems most effec- 
tive in the early stages of chronic ulcerative 
colitis, when no severe damage has taken 
place, and in cases of the acute form of the 
disease. Fansler'? reported a favorable per- 
centage of improvement after vagotomy done 
by Dennis and has recommended it in several 
instances. 


SUMMARY 


Chroni¢ ulcerative colitis is a neurotrophic 
disturbance of the colon with predisposing 
complex factors initiating the onset, such as 
infection, allergy, nutritional disturbances 
and psychogenic factors. The specific cause 
has not yet been determined. Treatment in- 
volves rigid medical management, especially 
of the complex aggravating factors, allergy. 
nutritional disturbance and infection. Psycho- 
therapy is indicated for deep complex 
emotional factors and especially for surgical 
intervention concerning ileostomy. Irrigations 
of nisulfazole, despite many writers’ objec- 
tions, in the author’s experience have proved 
to be a therapeutic aid in a large percentage 
of cases. There is a new trend toward earlier 
operation, based on complete agreement be- 
tween the surgeon and the internist. Vagotomy 
is used largely in the presence of acute and 


2 
tar 
§ 
Y 
i 
Bay 
4 
i 
= 
; 
718 


VOL. XIV, NO. 6 


early chronic cases, although the 2 patients in 
whom the writer was interested died. Surgical 
intervention is definitely indicated for compli- 
cations of ulcerative colitis, especially car- 
cinoma. 


RESUME 


La ecdlite chronique ulcérative est un dé- 
rangement neurithropique du cdlon avee fac- 
teurs compliqués predisposant; infection, 
Vallergie, les troubles nutritifs et les facteurs 
psychogéniques. La cause spécifique n’a pas 
été déterminée. Le traitement demande une 
surveillance médicale rigide surtout des fac- 
teurs compliqués emotionnels, des derange- 
ments nutritionnels et de l’infection. La psy- 
chotherapie est indiquée pour les facteurs 
émotionnels compliqués et aussi pour l’inter- 
vention chirurgicale intéressant l’ileostomie, 
Les irrigations de nizulfazole, quoique peu ap- 
preciées par certains, a donné a l’auteur des 
résultats trés satisfaisants dans la majorité 
des eas, I] y a une nouvelle tendance aux oper- 
ations precoces basée sur un accord complet 
entre le chirurgien et le médicin. La vagoto- 
mie est employée beaucoup dans la présence 
des eas aigis et dans les cas chroniques récents, 
bien que 2 des malades dans lesquels l’auteur 
etait interessé moururent. L’intervention chir- 
urgicale est indiquée pour les complications 
des cdlites ulceratives, surtout pour le car- 
cinome. 


RESUMEN 


La colitis uleerosa crénica es un trastorno 
cdlico neurotréfico, que presenta factores com- 
plejos predisponentes iniciales, a saber: in- 
feecién, alergia, trastornos de nutricién y fac- 
tores psicégenos. No se ha determinado aun la 
causa especifica. E] tratamiento comprende la 
atencién médica rigurosa, especialmente de los 
complejos factores que la agravan, alergia, 
trastorno de la nutricién e infeccién. La psico- 
terapia se encuentra indicada en tratandose de 
factores emocionales complejos intensos y 
especialmente intervencién quirtirgica para 
ileostomia. Conforme a la experiencia del 
autor, las irrigaciones de nisulfazole han pro- 
bado ser definitivamente una _ terapéutica 
auxiliar. Existe una nueva tendencia a la 
operacién temprana, basada en el completo 
acuerdo del cirujano y el internista. Se usa 
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ampliamente la vagotomia en casos agudos y 
crénicos tempranos, aun cuando los 2 pacientes 
del autor fallecieron. Se encuentra definitiva- 
mente indicada la intervencién en las compli- 
eaciones de la colitis ulcerosa. especialmente 
carcinoma. 


ZUSAM MENFASSUNG 


Die chronische ulzerative Kolitis ist eine 
neurotropische Erkrankung des Dickdarms. 
die mit mannigfachen praedisponierenden Um- 
staenden, die den Ausbruch der Krankheit 
einleiten, einhergeht, wie zum Beispiel Infek- 
tionen, Allergie, Ernaehrungsstoerungen und 
seelischen Faktoren. Ihre spezifische Ursache 
ist noch nicht bekannt. Die Therapie umfasst 
energische medizinische Behandlung besonders 
der mannigfachen komplizierenden Faktoren 
wie Allergie, Ernaehrungsstoerung und Infek- 
tion. Psychotherapie ist angezeigt zur Behan- 
dlung tiefliegender emotioneller Faktoren und 
besonders auch bei chirurgischen Eingriffen 
im Hinblick auf die Duenndarmfistel. Einlaufe 
mit Disulfazol haben sich trotz der Einwaende 
vieler Autoren in der Erfahrung des Verfasser 
in einer grossen Anzahl der Faelle von ausge- 
sprochenem therapeutischen Wert erwiesen. 
Es besteht neuerdings eine Neigung zu fruehe- 
rem chirurgischem Eingreifen auf der Basis 
voelliger Uebereinstimmung zwischen dem 
Chirurgen und dem Internisten. Die Vagoto- 
mie findet weite Anwendung in akuten und 
fruehen chronischen Faellen, obgleich die bei- 
den Kranken, an denen der Verfasser interes- 
siert war, starben. Der Chirurgische Eingriff 
ist zweifellos angezeigt in Komplikationen der 
geschwuerigen Dickdarmentzuendung, beson- 
ders in Karzinom. 


RIASSUNTO 


La colite cronica ulcerativa e’ da consider- 
arsi quale un disturbo neurotrofico del colon. 
precipitato da un complesso di fattori predis- 
ponenti, quali infezioni, reazioni allergiche. 
disturbi nutritivi o psicogenici. La causa spe- 
cifica e’ ancora ignota. 

La cura consiste in un rigido ed accurato 
controllo dei fattori predisponenti o aggra- 
vanti: quali fenomeni allergici, disturbi della 
nutrizione, infezioni. La psicoterapia e’ indi- 
cata per gravi e complessi fattori emotivi e 
piu’ particolarmente alla vigilia di un’ ileosto- 
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mia. Le irrigazioni del colon con sulfamilici 
sono—nonostante taluni opinioni contrarie— 
efficaci in una notevole percentuale di casi. Si 
sta tuttavia facendo sempre piu’ strada la ten- 
denza a cure operatorie piu’ precoci. La vago- 
tomia viene per esempio eseguita nei casi acuti 
o all’inizio di una eolite cronica. L.A. ha pero’ 
lamentato un caso di morte sopra due pazienti 
cosi operati. La chirurgia trova definitivamente 
il suo posto di fronte a complicazioni della 
colite uleerativa, e piu’ specialmente di fronte 
all’associazione con tumori maligni. 
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The fittest time for sleep is two or three hours after supper, when as the meat is 
now settled at the bottom of the stomach, and ‘tis good to lie down on the right side 
first, because at that site the liver doth rest under the stomach, not molesting any way. 
but heating him as a fire doth a kettle. After the first sleep ’tis not amiss to lie on the 
left side, that the meat may the better descend; and sometimes again on the belly, 
but never on the back. Seven or eight hours is a competent time for a melancholy 
man to rest.—Burton 
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A Clinical Evaluation of Gantrisin in the Treatment 


of Infections of the Urinary Tract 


LOWRAIN E. McCREA, M.D., F.A.C.S., F.LC.S., ann ARTHUR SCHNEEBERG, M.D. 
PHILADELPHIA 


the most common conditions encountered in 

medical practice and is of importance not 
only to the urologist but to the general prac- 
titioner. Clinicians who treat infections long 
desired a therapeutic agent which would effec- 
tively combat the bacterial invaders. 

Owing to the great variety of organisms 
attacking the urinary system, it has been re- 
peatedly demonstrated that no one therapeutic 
agent is capable of eradicating all the different 
types of bacteria. Nor is any one therapeutic 
agent capable of eradicating all strains of a 
given organism. Much depends on the sus- 
ceptibility of the organism to a given thera- 
peutic agent and the individual patient’s 
tolerance to the prescribed drug. 

Genitourinary antiseptics, per se, comprise 
one of the greatest varieties of compounds 
available to the physician. Many of the com- 
pounds have some merit in the treatment of 
particular types of infection. Clinically the 
great majority have not proved thoroughly 
efficacious or consistently of benefit in the 
eradication of the offending organisms. This 
ineffectiveness is a handicap to the clinician 
in combating the gram-negative organisms, 
which are statistically the most frequently 
observed and are the predominant types of 
organism cultured in cases of urinary tract 
infection. It has been shown that some sulfona- 
mide derivatives have a definite therapeutic 
value in combating infections of this type. 
For this reason it was our desire to investigate 
the therapeutic value of a new sulfonamide, 
gantrisin, which has been recently introduced 
to the profession. Our studies were done in a 
series of 50 unselected cases of infection of 
the urinary tract. These cases were tabulated 
regardless of the individual bacteriologic pic- 
ture, and an effort was made toward evalua- 
tion of this therapeutic agent as applied in 
clinieal practice. 


[ ‘ttemost co of the urinary tract. is one of 


The gantrisin used in this study was supplied through 
the courtesy of Hoffmann-LaRoche Inc., Nutley, New 


Jersey. 
Submitted for publication Sept. 22, 1950. 


Gantrisin (3.4 dimethyl-5-sulfanilamide- 
ixoxazole) is structurally formulated as shown 
in the accompanying illustration. 


CH, 


S0O,NH- - 
NH, 


It has been reported that this drug is of 
low toxicity and highly soluble in mediums 
with a pH ranging from 5.5 to 7.5, acting with 
equal efficacy in either an acid or an alkaline 
medium. Obviously this characteristic greatly 
reduces the possibility of erystalluria and the 
deposition of crystals within the urinary tract. 
The drug has been shown to possess a very 
rapid absorption rate, due to its great 
solubility. Jn vitro studies show that gantrisin 
is highly bacteriostatic to gram-negative 
organisms, particularly Bacillus proteus, 
Bacillus coli and Bacillus pyoeyaneus. 

Cultural studies of urine have shown con- 
sistent evidence that antibiotic and chemo- 
therapeutic agents, when employed for infee- 
tions of the urinary tract, have limited value 
or no value whatever if an obstructive uro- 
pathie condition is present. When evidence of 
infection of the urinary tract is noted, accord- 
ing to many investigators, a complete urologic 
investigation is necessary to determine the 
existence of obstruction before treatment is 
inaugurated. The complete genitourinary in- 
vestigation should, besides culture and 
urinalysis, include such procedures as_in- 
travenous urographic study, cystoscopie in- 
vestigation with collection of individual 
ureteral specimens, and retrograde pyelo- 
graphie study when indicated. If obstruction 
is present, it must be eliminated before chemo- 
therapeutic agents can combat the infection. 
An infection will subside rapidly after removal 
of the obstructive factors and administration 
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of proper therapeutic agents, but it has been The specificity of the agent to the offending 
repeatedly demonstrated that persistent infec- | organism may also be ascertained by cultures. 
tion with obstruction will not respond to any =‘ This was demonstrated in 7 instances in which 
drug therapy unless the obstruction is first a positive culture was returned during ad- 
removed. Tissue ischemia and/or trauma in- ministration of the drug in this series. 
duced by obstructive factors offers an ideal Our studies confirm the conclusion of other 
medium for the continuance and maintenance investigators that gantrisin has a high bac- 
of bacterial growth. In our series it was demon- teriostatic action against gram-negative organ- 
strated that gantrisin is as ineffective as any isms, particularly B. coli, B. proteus and B. 
other chemotherapeutic agent in the presence pyocyaneus. Infection with B. coli responded 
of infection associated with obstruction. This favorably in 71 per cent of cases; with B. 
again proves that infections of the urinary proteus, in 80 per cent, and with B. pyo- 
tract may be treated more efficaciously and eyaneus in 33 per cent (Table 1). These per- 
effectively when they exist as an entity. centages are considered excellent, in view of 
This limited but unselected series of 50 cases the many failures with other agents in the 
has proved, by repeated cultures in both diag- past. However, there were 7 cases (14 per 
nosis and treatment of infections of the cent) in which cultures returned positive in 
urinary tract, that gantrisin is of value as a spite of medication (Table 2). 
therapeutic agent. Many clinicians and _ bac- The high solubility of gantrisin renders 
teriologists recommend that all infections of | the complications of crystalluria and subse- 
the urinary tract be given the benefit of re- quent renal shutdown almost negligible. In 
peated cultures and subcultures of the urine, only 1 ease was crystalluria observed. In this 
both as an aid to diagnosis and as a guide to instance gantrisin was given concomitantly 
the continuance of therapy. It has been also with aureomycin. This patient was bedridden 
shown by many investigators that urine cul- because of a gunshot wound of the abdomen 
tures are far superior to stained sediment and injury to the spinal cord complicated by 
smears as an aid for these purposes. It is our a neurogenic bladder, infection of the urinary 
considered opinion that the culture offers the —_ tract and generalized septicemia. It is note- 
only accurate method of establishing the true worthy that erystalluria occurred only once 
identity of the causative organism and its re- _ in the entire series, regardless of the dose ad- 
action to the respective therapeutic agents. ministered or the period of administration. 
The action of bacterial colony growth on the The infrequent occurrence of erystalluria with 
culture plate may also be observed during this agent affords a striking contrast to the 
therapy. results obtained with many other sulfona- 


TaBLe 1—Data on Bacterial Response to Gantrisin 


B. pyocyaneus 
B. pyocyaneus 
B. proteus 

B. pseudomonas 


Capsulatus 


Total number of cultures of 
individual organisms 


Total cures— 
negative cultures 


Poor results— 
culture positive or drug dis- 
continued 


4 
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71% 80% 33% 1 
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TasBLe 2—Summary of Results 


o_o Good results Unfavorable reac- 
(final negative | tion, drug discon- 
cultures) tinued 


of cases 


Average dose in | Average number 
Gm. per patient | of days treated 
(negative culture)| (good results) 


Poor results 
(cultures positive) 


33 (66%) 10 (20%) 


| 
| 


| 
7 (14%) | 12.7 


mides used in practice. Furthermore, it is an 
important point that the drug was adminis- 
tered without accompanying alkalis. Patients 
were instructed to increase the fluid intake 
to a minimum of 2,000 ee. per day. No effort 
was made, however, to maintain an intake and 
output chart. 

It was demonstrated in our series that 
gantrisin is not without unfavorable reactions. 
In 10 cases, or 20 per cent, some type of reac- 
tion occurred. In 1 instance urticaria de- 
veloped, but the patient continued the use 
of the drug. The culture was later returned as 
negative. In every instance, if any type of 
reaction occurred, further administration of 
the drug was stopped. In some instances it was 
administered again after an interval. If a 
similar reaction occurred, use of the drug was 
discontinued. Dizziness, drowsiness, nausea, 
vomiting, headache, chills, fever and hema- 
turia were the reactions noted. It is believed 
that these reactions were directly related to 
the administration of the sulfonamide; it was 
noted that all toxic symptoms subsided 
promptly when the drug was withheld. As is 
well known, administration of any type of 
sulfonamide to some patients may be followed 
by drowsiness, nausea, vomiting or headache. 
The fact that these symptoms occurred during 
administration of gantrisin, which is a sulfona- 
mide, cannot be considered as_ specifically 
characteristic of this drug. Hematuria, a reac- 
tion noted in only 1 case, ceased a few hours 
after the drug was discontinued, and investi- 
gation did not reveal any additional cause of 
this serious complication; it was therefore 
assumed that gantrisin was responsible for 
the reaction. 

Again it is to be emphasized that infections 
of the urinary tract will respond more rapidly 
to gantrisin if an obstructive uropathie con- 
dition is not present. Illustrative of the fact 
are 2 patients, both men, who had severe in- 


fections of the bladder associated with ob- 
struction caused by prostatic hypertrophy. 
Both underwent operation. Cultures taken 
postoperatively were positive. After adminis- 
tration of gantrisin a sterile urine culture was 
obtained in each case, one patient responding 
in twelve days and the other in sixteen. 

This study being a clinical survey, the 
schedule of dosage and the period of adminis- 
tration of the drug varied greatly. However, 
these were regulated by three criteria: the 
symptoms, the urine cultures and the patient’s 
tolerance of the drug. The average dose in 
most cases was 2 Gm. (4 tablets) administered 
four times a day. This was increased in 1 in- 
stance, as the culture remained positive and 
the patient had a high level of tolerance. 
The usual daily dose of 8 Gm. was continued 
until a negative urine culture was obtained 
or reaction against the drug was noted. In a 
few instances it was deemed advisable to keep 
the dose as low as 1.5 to 3 Gm. daily, owing 
to apparent intolerance of larger doses. It. is 
noteworthy that in these instances a negative 
urine culture was reported. In no instance 
was therapy maintained over a protracted 
period. The drug was withheld and considered 
of little benefit to any patient whose urine 
produced a positive culture after twenty-one 
days’ administration. In 5 instances the drug 
was given over a longer period; in 2 of these 
the cultures became negative, with no un- 
toward reactions, while in the other 3 cases 
the symptoms were persistent, the urine cul- 
tures remained positive and the drug was 
considered to be ineffective. The average total 
dose for 33 patients whose urine cultures 
ultimately became negative was 77.3 Gm. The 
average period of administration was twelve 
and seven-tenths days (Table 2). 

Blood concentrations of the drug, when 
determined, were variable, ranging from 1.3 
to 11.1 mg. per hundred ecubie centimeters. 
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It should be mentioned that, despite high or 
low blood levels, results were adequate as 
demonstrated by negative urine cultures. By 
this we mean that high blood levels did not 
invariably indicate negative urine cultures, 
nor did low levels necessarily indicate poor 
results. It is our opinion that for the average 
clinician there is no need of routine determina- 
tions of the blood level, because these are of 
no great clinical importance when one is using 
a drug of known low toxicity and high 
solubility. 

It has been a surprising revelation to note 
the rapidity with which symptoms subsided 
and the frequeney with which the urine eul- 
tures were returned as negative after adminis- 
tration of the drug for a few days. In some 
instances acute symptoms subsided completely 
within two to four days. However, urine cul- 
tures were reserved until a later date. 

, Throughout the series it was most gratifying 
to see the rapid and dramatic relief of svmp- 
toms that had formerly been persistent and 
difficult to control. If the results in this series 
may be taken as a criterion, it is evident that 
gantrisin is of value in the treatment of in- 
fections of the urinary tract. It appears that 
a definite addition to the clinician’s armamen- 
tarium has been made in this field, especially 
against infection by gram-negative organisms. 


SUMMARY 


1. Ina series of 50 cases it has been shown 
that gantrisin is highly bacteriostatic against 
gram-negative organisms, particularly against 
Bacillus coli, Bacillus proteus and Bacillus 
pyocaneus. 

2. Again it is stressed that the diagnosis, 
course and prognosis of infection of the 
urinary tract should always be verified by 
urine culture. 

3. In the author’s opinion, every patient 
with infection of the urinary tract is entitled 
to a thorough and complete urologic investiga- 
tion to ascertain the existence of obstructive 
factors. Gantrisin has been shown to be no 
more effective than any other chemothera- 
peutic agent in the presence of infection as- 
sociated with obstruction. 

4. Gantrisin is highly soluble and rapidly 
absorbed. Determination of blood levels is 
not deemed necessary, good results having 
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been obtained regardless of a low level. 
Crystalluria was negligible in the author’s 
series. The use of alkalis is not necessary. 

5. Gantrisin was demonstrated to be of low 
toxicity, although certain patients showed 
definite side reactions. These, however, disap- 
peared immediately upon discontinuation of 
the drug. 

6. It has been repeatedly shown that the 
distressing svmptoms of an infection of the 
urinary tract were quickly eliminated after 
administration of gantrisin. 


RESUME 


1. Dans une série de 50 eas, il a été établi 
que le gantrisin est un puissant bactériosta- 
tique contre les organismes gram-négatifs, par- 
ticulierement comme le bacille Bacillus Coli. 
le Bacillus Proteus et le Bacillus Pyocaneous. 

2. Il est nécessaire que le diagnostic, le 
cours et les progres de l’infection de voies uri- 
naires soient vérifiés par une culture urinaire. 

3. De Vopinion de Vauteur, tout malade, 
souffrant d’infection des voies urinaires doit 
avoir un examen urologique complet afin de 
déterminer l’existence ou l’absence de fac- 
teurs obstructifs. Le gantrisin est pas plus ef- 
fectif que les autres agents chemotherapeu- 
tiques en presence d’infection associée a ob- 
struction. 

4. Le Gantrisin est tres solube et rapide- 
ment absorbé. I] n’est pas necessaire de déter- 
miner le niveau sanguin; de bons résultats 
ayant été obtenus malgré un niveau bas. La 
Grystallurie fut négligible dans les series de 
Vauteur. L’emploi d’alkalis n’est pas neces- 
saire. 

5. Le Ganstrisin fut démontré étre d'une 
toxite trés basse, quoique certains malades 
montrérent des réactions définies. Ces sympto- 
mes apres discontinuation du medicament dis- 
parurent. 

6. Tl est démintré que les symptomes d’in- 
fection du trajet urinaire sont vite éliminés 
apres l’administration de Gastrisin. 


ZUSAM MENFASSUNG 


1. An einer Reihe von fuentfzig Faellen ist 
nachgewiesen worden, dass Gantrisin auf 
Gram-negative Organismen, besonders auf 
Bacillus coli, Bacillus proteus und Bacillus 
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pyocyaneus eine hohe bakteriostatische Wirk- 
ung hat. 

2. Es wird erneut hervorgehoben, dass die 
Diagnose, der Verlauf und die Prognose von 
Infektionen des Harnsystems stets durch Urin- 
kulturen bestaetigt werden sollte. 

3. Verfasser ist der Meinung, dass jedem 
Patienten mit einer Infektion des Harnsystems 
eine sorgfaeltige und vollstaendige urologische 
Untersuchung zukommt, um das Bestehen ob- 
struktiver Faktoren ausfindig zu machen. Es 
hat sich erwiesen, dass Gantrisin, wenn die 
Infektion mit Obstruktion einhergeht, nicht 
wirksamer ist als irgend ein anderes chemo- 
therapeutisches Mittel. 

4. Gantrisin ist von hoher Loeslichkeit und 
wird sehr schnell absorbiert. Die Bestimmung 
des Gantrisinspiegels im Blut wird nicht fuer 
notwendig gehalten, da gute Ergebnisse un- 
geachtet eines niedrigen Spiegels erzielt wor- 
den sind. Die Ausscheidung von Kristallen war 
in der Serie des Verfassers unerheblich. Die 
Anwendung von Alkalien ist unnoetig. 

5. Gantrisin hat eine niedrige Toxizitaet 
gezeigt, obgleich gewisse Patienten ausge- 
sprochene Nebenerscheinungen  aufwiesen. 
Diese verschwanden aber sofort nach Absetz- 
ung des Mittels. 

6. Es ist widerholt gezeigt worden, dass 
die qualvollen Symptome einer Infektion des 
Harnsystems nach Anwendung von Gantrisin 
schnell beseitigt wurden. 


RESUMEN 


1. Se ha demostrado en una serie de 50 
casos que el “gantrisin” es altamente bacterio- 
statico contra los gérmenes Gram negativos, 
particularmente contra e. coli, proteus vul- 
garis y pyocyaneus. 

2. Se considera de nuevo que el diagnésti- 
co, evolucién y prondéstico de la infeceién uri- 
naria habria de verificarse siempre por uro- 
cultivo. 

3. Es opinién del autor que cada paciente 
con infeecién de las vias urinarias requiere 
una investigacién urolégica completa, para 
averiguar la existencia de factores obstructi- 
vos. Se ha demostrado que el “gantrisin” no es 
mas efectivo que cualquier otro agente quimio- 
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terapico en presencia de infeccién asociada 
con obstruccién. 

4. El “gantrisin” es altamente soluble y 
rapidamente absorbido. No se juzga necesaria 
la determinacién de niveles sanguineos, pues 
se han obtenido buenos resultados no obstante 
un nivel bajo. En la serie del autor no fué 
de cuidado la eristaluria. No hubo necesidad 
de usar alealinos. 

5. Se ha demostrado que el “gantrisin” es 
de baja toxicidad, aunque varios pacientes mos- 
traron reacciones definidas, que desaparecieron 
inmediatamente de haberse descontinuado la 
droga. 

6. Se ha demostrado repetidamente que los 
penosos sintomas de una infeccién de las vias 
urinarias, se eliminan rapidamente después 
de la administracién de “gantrisin.” 


RIASSUNTO 


1. Gantrisin ha dimostrato in una serie di 
50 casi un elevato potere batteriostatico verso 
organismi gram-negativi e particolarmente 
verso il bae. coli, il bacillo proteo ed il pio- 
cianeo. 

2. L’A. raccomanda nuovamente |’impiego 
di culture quale mezzo per accertare meglio la 
diagnosi e seguire piu’ accuratamente il de- 
corso e la gravita’ delle infezioni urinarie. 

3. In ogni caso d’infezione bisogna ricor- 
rere ad un esame urologico completo onde ac- 
certare l’esistenza, 0 meno, di ostruzioni delle 
vie urinarie. In casi del genere, Gantrisin e’ 
altrettanto inefficace quanto altri agenti che- 
mioterapici. 

4. Gantrisin e’ altamente solubile e rapida- 
mente assorbibile. L’A. non ritiene necessario 
determinarne la concentrazione nel sangue. 
dato che anche una concentrazione relativa- 
mente bassa puo’ condurre a buoni risultati 
clinici. La cristalluria e’ minima: non e’ quindi 
necessaria la somministrazione contemporanea 
di sostanze alealine. 

5. Benche’ non manchino delle reazioni. 
sempre lievi e sempre temporance, la tossicita’ 
della Gantrisin e’ da ritenersi minima. 

6. I sintomi clinici delle infezioni urinarie 
scompaiono rapidamente con la somministra- 
zione di questo rimedio. 
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Injuries of the Liver 


SAMUEL SKAPINKER, M.B., F.R.C.S. (Edin.), F.I.C.S. 
JOHANNESBURG, SOUTH AFRICA 


domen I noted that, although penetrating 

injuries of the liver are far more com- 
mon than subeutaneous injuries, much less has 
been written about them. This is probably 
due to the fact that subcutaneous injuries are 
geographically more widespread. Stab wounds 
tend to oceur mainly in wartime and in areas 
thickly populated by Negroes. 

In a series of 160 cases of abdominal trauma 
recently described, injury to the liver oc- 
curred in 22 eases, or 13 per cent: 

1. Subeutaneous injuries 4 

2. Penetrating injuries 

(a) Stab wounds of the liver alone 12 
(b) Stab wounds of the liver and 
concomitant injuries 5 

3. Gunshot wounds 1 

Classification and Pathologic Picture —In 
classifying these injuries one must subdivide 
them into (a) subeutaneous injuries and (}) 
penetrating injuries. Two main classifications 
are usually given for subcutaneous injuries, 
and both have a pathologie basis. Titzoit 
(1917) divides them into 

1. Subeapsular rupture 

(a) Central 
(b) Subeapsular 

2. Rupture of both capsule and paren- 

chyma 

Moynihan’s classification is similar: 

1. Rupture of the liver with laceration of 

Glisson’s eapsule 
2. Separation of the capsule with subeap- 
sular hemorrhage 

3. Central rupture with formation of ab- 

scess or eyst 

In my opinion, however, these classifications 
do not help in either diagnosis or treatment. 
I therefore prefer the clinical classification of 
Wright, Prigot and Hill (1947), in which 
they pointed out four clinical types: 

1. Massive hemorrhage causing immediate 

or almost immediate death. 


if N a recent review of injuries of the ab- 
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2. Acute hemorrhage, producing shortly 
after injury a state of shock which be- 
comes rapidly deeper. 

3. Repeated small hemorrhages. The pa- 
tient enters the hospital in good econdi- 
tion but shows signs of slow progressive 
hemorrhage, increasing anemia, a rising 
pulse rate, a fall in blood pressure and 
progressive weakness; or he _ presents 
signs and symptoms which may disap- 
pear except for tenderness in the hepatic 
area and then may recur gradually or 
with dramatic suddenness. The ocecur- 
rence of internal concealed hemorrhage 
may occur from one day to as much as a 
month later. 

4+. Spontaneous cure. The patient shows 
evidence of injury to the liver, with 
signs of internal hemorrhage, and the 
signs clear up. 

In the case of penetrating wounds these 
classifications are not so important; such 
wounds are usually classified according to the 
lobe affected and the size of the rent in the 
liver. The size of the cutaneous wound gives 
no indication of the degree of underlying 
damage to the liver, as the skin is elastic and 
acts as a fulerum for the knife. 

The main bile ducts and even the gall- 
bladder are rarely injured, because of their 
protected position. 

The right lobe of the liver is six times as 
frequently injured as the left, being larger 
and presenting a larger surface area. 

The degree of penetration can be given like 
that for any other organ and ean be classified 
as slight abrasion, laceration, deep laceration 
and severance of various-sized pieces of liver. 

Hemorrhage from liver wounds is said to 
be copious, as the hepatic veins are thin-walled. 
have no valves and therefore do not contract 
or retract. 

Movements of the diaphragm are said to 
aggravate the injury, and, as liver tissue is 
very friable, bleeding can be increased. 

Symptoms.—In the presence of subeutane- 
ous injuries the main signs are pain in the 


= 
a 
4 
2 
726 


VOL. XIV, NO. 6 


right side and abdominal rigidity. There may 
also be free fluid in the abdomen. In some in- 
stances Kehr’s sign of pain referred to the 
right shoulder may be present, but this is rare, 
and no patient in this series complained of it. 
Shock may vary from slight to severe, and 
peritoneal and diaphragmatic irritation may 
be present. 

In some cases the signs may be vague; the 
patient may deteriorate later, and exploration 
may only then reveal a laceration of the liver. 
It is extremely interesting to note that, al- 
though bradycardia has been noticed by some 
authors, it is not common and was not seen in 
any of my cases, nor was there delayed 
jaundice in any. 

In the presence of penetrating wounds the 
injury oeeurs either in the lower part of the 
thoracic region, usually anteriorly, or in the 
right upper abdominal quadrant. It is usually 
accompanied by shock. In my series shock was 
marked in 30 per cent of the patients, and 
35 per cent required resuscitation. To sum up, 
any injury in the right upper quadrant of the 
abdomen associated with shock should suggest 
the possibility of penetration of the liver. 
Free fluid was detected in some of my cases 
and was absent in others. 

Using the M.R.C. classification of shock,* 
the cases may be classified as follows: 


No shock 1 case 
Slight shock 4 cases 
Moderate shock 10 cases 
Severe shock 7 cases 


Treatment.—Resuscitation was required in 
the majority of cases, and as has been men- 
tioned, shock was present in most. The patients 
required 1 to 2 pints of blood and in some 
instances 1 pint of plasma. If the condition 
does not respond after one to one and one- 
half hours of intensive resuscitation therapy. 
operation should be performed in spite of the 
patient’s condition. Failure to respond to ac- 
tive measures usually indicates continuous 
bleeding. In the presence of associated stab 
wounds perforating the stomach in this series, 
shock was profound. This was due mainly to 


*This classification is as follows: slight shock, systolic 
blood pressure over 110, pulse rate less than 100 per 
minute; moderate shock, systolic pressure less than 70, 
pulse rate over 120 with objective signs of shock; severe 
shock, systolic pressure less than 70, pulse rate over 120 
with objective signs of shock. 
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INJURIES OF LIVER 


vross soiling of the peritoneum by “skokiaan,” 
an illicit and extremely irritating brew made 
by South African natives. 

Opinion differs as to whether conservative 
or operative measures should be adopted in 
the treatment. of subcutaneous injuries. Aird 
(1949) advised obstinate conservative treat- 
ment. He stated that his reason for this was 
that intra-abdominal pressure helps to control 
hemorrhage from the “low-pressure veins” of 
the liver and that massive hemorrhage can 
occur when the abdomen is opened. This view 
is diametrically opposite to that of Robertson 
and Graham (1933), who advised early sur- 
gical exploration for any patient with an ab- 
dominal injury referred to the right side of 
the abdomen and accompanied with pain in 
the right shoulder, because, if the diagnosis 
of subeapsular rupture of the liver proves 
correct, destruction of the liver can be avoided. 
They also advised drainage of the hematoma 
if present. 

Boyce (1941) expressed the opinion that. 
since hepatic necrosis is the most important 
consideration in hepatic trauma, treatment of 
hepatic injuries should be radical. Conserva- 
tive treatment should be discarded as un- 
reasonable, and immediate exploration must 
be done in all eases. 

I agree with Robertson and Boyce that in 
any case in which there are signs of injury to 
the liver, exploration should be undertaken. 
Surgical intervention, even if it proves to 
have been unnecessary, entails the least seri- 
ous consequences. 

With stab wounds, in my opinion, the ques- 
tion does not arise, and for all penetrating 
wounds of the abdomen exploration should be 
undertaken. The approach of choice is by a 
right paramedian muscle-splitting incision 
and this, if necessary, can be extended into 
the right side of the chest by cutting through 
into the eighth intercostal space and convert- 
ing it into a thoracoabdominal incision. AI]- 
though this was borne in mind, none of the 
patients in this series required it. In some 
cases, with a ragged subcostal wound, I have 
extended the incision into a modified Kocher’s 
or transverse incision. With penetrating 
wounds the abdomen must be explored ecare- 
fully for concomitant injuries in the bowel 
and other organs. These concomitant injuries 
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should be dealt with before the liver is treated, 
unless the latter organ is bleeding actively. 

In eases of abrasions or slight superficial 
lacerations of the liver, an oxycel pack can be 
gently applied. After this has been held in 
apposition to the wound for a short time it 
becomes adherent and prevents further 
hemorrhage or biliary ooze. 

Deep lacerations require suturing. The best 
method is to use thick catgut, usually No. 3 
or 4 chromic, with a blunt Konsnetzoff needle, 
or, failing this, the blunt end of a round- 
bodied needle. The needle is slowly worked 
through the substance of the liver, and mat- 
tress sutures are used, as this substance is 
extremely friable. The edges of the liver are 
brought into apposition, and the raw areas 
can be packed with oxidized cellulose gauze. 
One of my patients, a native man aged 25, was 
admitted with a stab wound in the abdomen. 
The right lobe of the liver had a laceration 
9 inches (22.86 em.) long, extending through- 
out the width of the liver. One suture was in- 
serted, and the fragment was brought into 
apposition. The remainder of the wound was 
packed with four oxycel packs. The wound was 
drained, and the patient made a satisfactory 
recovery. 

In the literature, scanty reference is made 
to the use of oxycel as a means of repair of 
hepatic wounds. Absorbable oxidized cellulose 
is prepared in a transparent gauzelike form 
and can be cut to size. It comes in containers 
already sterilized and can be taken therefrom 
and applied without further preparation. 

As soon as it is applied to the bleeding sur- 
face, it swells up and becomes discolored. It is 
sticky and soon stops an ooze from a raw 
area. The oxycel is gradually absorbed, and 
soon tissue bridges the gap. In this series oxy- 
cel was used in every case, and in none were 
any ill effects observed. The use of nonab- 
sorbable packs is to be deplored, as secondary 
hemorrhage and infection are common results. 

Boyee suggested that, if there is extreme 
necrosis of liver tissue or if a portion of liver 
is almost. completely detached, resection of 
liver tissue must be performed, as the dangers 
of hepatic necrosis and hepatorenal failure are 
extremely serious. I had no ease, however, in 
which this was considered necessary. 
Drainage——The accepted treatment for 
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wounds of the liver has included drainage. 
Javis, Byers and Platt (1946) advocated 
drainage in all cases, regardless of the size of 
the lesion. In this series drainage was omitted 
in 17 cases, for various reasons. In many cases 
treatment was handled by registrars who were 
new to traumatic surgery and were unaware 
of the necessity for drainage. In an analysis 
of the 5 cases in which death occurred I con- 
cluded that, although drainage was omitted in 
4 cases, in only 1 of these can death be at- 
tributed to its omission. Of the 3 remaining 
patients, 1 had multiple injuries to the ileum 
with gross soiling of the peritoneum, and the 
remaining 2 had wounds of the stomach and 
died after evisceration. The probable reason 
for the low mortality when drainage is omitted 
is the use of oxycel packs and antibiotics. 
Nevertheless, I should like to emphasize the 
importance of drainage in all such eases, since 
I feel that one tragedy might have been 
averted by its use. The drainage tube should 
be left in for four to six days, depending on 
whether bile is being excreted from it. The 
tube can be gradually shortened and slowly 
removed. In 1 case a biliary fistula persisted 
for thirty-five days before drying up spon- 
taneously. Rosenberg (1950) advocated the 
use of oxycel gauze in the treatment of biliary, 
urinary and intestinal fistulas; he packed the 
fistulous track with this material and closed 
the wound without drainage, and in his small 
series all the wounds healed by first intention. 
Mikal and Papen (1950) advocated nondrain- 
age of liver wounds treated with oxyeel. How- 
ever, their series was limited to 4 cases. 

In spite of this, I am convinced that the use 
of oxycel does not eliminate the importance of 
drainage of liver wounds and that drainage 
is the most important step in surgical treat- 
ment. 

Complications.—The complications in this 
series were (1) a biliary fistula following a 
large liver wound (drained) and continuing 
for thirty-five days and (2) in 2 cases, wound 
disruption with fatal results. The abdominal 
wounds opened up on the fourth and fifth 
days respectively, and in both cases death oc- 
curred in twenty-four hours in spite of the 
fact that the abdominal wall was resutured. 
It is interesting that in both cases there were 
concomitant injuries of the stomach. The 
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probable reason for the breaking down of the 
wounds was hypoproteinemia, which caused 
delayed healing. I have since sutured all 
abdominal wounds with nonabsorbable ma- 
terial. 

The complications usually described as 
common, such as subphreniec abscess, biliary 
empyema and intrahepatic abscess, were not 
observed in these cases. The grave complica- 
tion of hepatorenal failure did not occur. The 
probable reason for this was that there were 
only 4 subeutaneous injuries, and it is well 
known that damage to the liver from stab 
wounds is much less than from blunt trauma 
or gunshot wounds. 

Mortality.—In this small series of 22 cases 
there were 6 deaths (27 per cent). Five of 
these deaths (29 per cent) resulted from stab 
wounds and from subeutaneous injuries. In 4 
cases there were concomitant injuries; in 3, 
lacerations of the stomach, and in 1. numerous 
perforations of the ileum. In all there was 
marked soiling of the peritoneum, and _ peri- 
tonitis was present. Two cases of wound dis- 
ruption have already been mentioned ; the pa- 
tients died shortly afterwards. The other 
patient who died of stab wounds had an asso- 
ciated stab of the neck that had penetrated the 
nasopharynx. He died twenty-four hours later. 
The cause of death as revealed by autopsy was 
lobar pneumonia. In the ease of the 1 patient 
who had suffered blunt trauma, death was due 
to peritonitis. 


COMMENT 


Wounds of the liver are always serious. 
Vance (1928) stated that 33 per cent of these 
injuries are fatal within six hours and that 
only 28 per cent of the patients live long 
enough for clinical observation. Elder, cited 
by Maingot, collected 189 subeutaneous in- 
juries of the liver and found that the mor- 
tality was 85 per cent if there were associated 
injuries. For penetrating wounds of the liver 
the mortality is lower. Lewis and Trimble 
(1933) recorded 20 cases, in 14 of which op- 
eration was performed, with 6 deaths (40 per 
cent). Boyce and MeFetridge observed 43 
operative cases with 19 deaths, a mortality of 
44.2 per cent. 

Thole, cited by Mikal and Papen, had an 
operative mortality of 39 per cent from pene- 
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trating and subcutaneous injuries operated on 
in the first six hours after their occurrence. 
This rose to 67 per cent for cases in which 
action was delayed for twelve hours or longer. 
This series was observed from 1912 to 1941, 
before the era of antibiotics and blood trans- 
fusions. It can be seen from these figures that 
with the use of oxycel gauze and antibiotics 
the mortality rate has been lessened. 


SUMMARY 


1. Twenty-two cases of injury to the liver 
are reviewed. 

2. Treatment of hepatic injuries, especially 
with the use of oxycellulose gauze (oxyeel) is 
discussed. 

3. Drainage of hepatic wounds is stressed. 

4. Causes of death in this series are dis- 
cussed. 


RESUME 


1. 22 eas de blessures du foie sont passés en 
revue. 

2. Le traitement des lésions hepatiques d’- 
origine traumatique 4 l’aide du gaze oxycel- 
lulose est discute. 

3. Le drainage des plaies hepatiques est 
recommandé. 

4. Les causes de décés dans cette serie sont 
analysées et discutées. 


RESU MEN 


1. Se revisan 22 casos de lesion hepatica. 

2. Se discute el tratamiento de las lesiones 
hepaticas, especialmente con el uso de oxyeel 
gasa. 

3. Se considera la canalizacién de las heri- 
das hepatieas. 

4. Se discuten las causas de muerte en esta 
serie. 


ZUSAM MENFASSUNG 


1. Zweiundzwanzig Faelle von Leberver- 
letzung werden besprochen. 

2. Die Behandlung von Leberverletzungen, 
besonders unter Anwendung von Oxycellulose- 
gaze, wird eroertert. 

3. Die Drainierung von Leberwunden wird 
betont. 

4. Die Todesursachen in dieser Serie wer- 
den besprochen. 


RIASSUNTO 


1. L’A. passa in rassegna 22 casi di lesioni 
del fegato. 

2. Discute la cura di queste lesioni con spe- 
ciale riguardo all’uso della garza all’oxicellu- 
losa. 

3. Sottolinea V’importanza del drenaggio 
nelle ferite epatiche. 

4. Esamina le cause che hanno econdotto— 
in questa serie di casi—ad un esito letale. 
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is to know when to forego an advantage. 


pany than a looking-glass. 


Every man has a right to be conceited until he is successful. 


Next to knowing when to seize an opportunity. the most important thing in life 


When a man is not speaking or writing from his own mind, he is no better com- 


The mystery of mysteries is to view machines making machines: a spectacle that 
fills the mind with curious and even awful speculation. 


Flattery is the destruction of all good fellowship; it is like qualmish liquor in 
the midst of a bottle of wine-—Benjamin Disraeli 
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Radical Resection of the Left Side of the Colon 


JOHN WILLIAM HOWSER, M.D., F.A.CS., F.I.C.S. 
OAK PARK, ILLINOIS 


of the colon has attracted a great deal 

of interest in the past few years. This 
study is concerned with an evaluation of the 
factors that have increased the survival rate 
associated with resection for carcinoma. 

The introduction of the sulfonamides, peni- 
cillin and streptomycin has certainly lowered 
the immediate operative mortality rate. I have 
not been encouraged, however, by the differ- 
ences in survival rates for operations on the 
left side of the colon as compared with the 
right, when the resections have been per- 
formed for carcinoma. 

As Rosi! has pointed out, a fairly consistent 
feature of the reports on five-year survival 
after resection for carcinoma of the colon is 
the fact that the higher survival rate is asso- 
ciated with right-sided colonic resection. To 
cite a few such reports, Gilchrist and David* 
reported a five-year survival rate of 58.3 per 
cent for the right side as compared with 37 
per cent for the left; Rankin,* a rate of 39 
per cent for the right side as against 20 per 
cent for the left. Gabriel and Dukes* reported 
a five-year survival rate of 23 per cent after 
resection of lesions involving the left side of 
the colon. 

Pemberton and Dixon,’ reviewing a large 
series, reported 51.8 per cent of five-year sur- 
vivals after resection for lesions involving 
the sigmoid and rectosigmoid. 

Numerous other authors have reported simi- 
lar trends. In general it may be stated that, 
to date, the five-year survival rate is higher for 
right-sided than for left-sided resection so 
far as carcinoma is concerned. 

It is somewhat difficult to explain this in the 
light of colonic physiologic structure. The 
right side of the colon, being the terminal part 
of the midgut and having a liquid content, be- 
comes obstructed very late if at all, and diag- 
nosis in the early stages is difficult. A malig- 
nant lesion occurring in a functional part of 


Tor problem of resection of various parts 
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the colon should result in physical and chemi- 
cal imbalances, which should be reflected in 
the rate of cure. This is true also of other parts 
of the body. One would expect that carcinoma 
of a portion of the colon which has little phy- 
siologie importance, if resectable, should con- 
tribute to a favorable rate of cure. One also 
would expect that a lesion which causes early 
obstructive symptoms, as do lesions in the left 
part of the colon, could be diagnosed earlier 
and this also should have a favorable influence 
on the five-year survival rate. Yet all avail- 
able reports clearly show a higher percentage 
of five-year survivals after right-sided colonic 
resection. 

In my opinion, the reason for this difference 
lies in the simple fact that in the past the 
treatment for carcinoma of the right side of 
the colon consisted of radical right hemicolec- 
tomy and resection of some part of the ter- 
minal portion of the ileum, whereas for lesions 
of the left side of the colon segmental excision 
was performed. 

Owing to the fact that the blood vessel ar- 
cades in the terminal portion of the ileum 
and the right side of the colon arise from the 
superior mesenteric vessel in a rather compact 
pattern, it has become routine to reseet the 
terminal part of the ileum and the entire right 
side of the colon for any lesion involving sae- 
rifice of a significant portion of the right 
colonic mesentery. This, of course, necessi- 
tates wide excision of both mesentery and 
bowel and has resulted in a rather favorable 
five-year survival rate. 

In the left side of the colon, owing to the 
fact that a loose, widely arching pattern of 
areades is usually seen arising from the in- 
ferior mesenteric vessel, it is quite easy to re- 
sect a segment of colon, together with a very 
little adjacent mesentery and bowel. This tech- 
nic has been followed in a great number of in- 
stances. As has been noted, the results are not 
encouraging when compared with those of re- 
sections performed for right-sided colonic ear- 
cinoma. 
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I agree with Rosi’ and other observers that 
the two procedures are not comparable. A 
comparable left hemicoleetomy must include 
the left side of the transverse segment and 
the entire left side of the colon. There are 
lymph glands along the inferior mesenteric 
root, and excision of these should be done. If 
the glands involved lie about the middle colic 
artery, then a right hemicolectomy should be 
done as well, if recurrences in these sites are 
to be prevented. 

In my opinion, for lesions involving removal 
of any part of the left side of the colon (sup- 
plied by the branches of the inferior mesen- 
teric artery) complete extirpation of all bowel 
supplied by that artery is the procedure of 
choice. All the mesentery of the left side of the 
colon below the middle colic artery, together 
with the bowel supplied by the inferior mesen- 
terie artery, should be extirpated. Lesions in- 
volving the rectosigmoid or the rectum, which 
would require a combined abdominoperineal 
resection (Miles), should at the same time be 
subjected to a left hemicolectomy, the terminal 
colostomy being formed from the right side 
of the transverse portion of the colon. 

I have carried out this procedure for the 
past two years on all patients with carcinoma 
of the left side of the colon in whom resection 
of the primary growth has been possible. 

[ should like to mention several points in this 
connection, together with certain details that 
make the resection easier. 

In some instances it may be necessary to 
provide a preliminary vent or stoma before 
proceeding to radical resection. It is certainly 
true that no radical procedure can be done 
on the distended colon proximal to the lesion 
in the event of left-sided colonic obstruction. 
It has been usual in these circumstances to 
perform either a left transverse colostomy or 
a cecostomy. Advocates of either of these pro- 
cedures have their followers, and both meth- 
ods have certain advantages and disadvantages 
when considered solely as regards decompres- 
sion. However, if one anticipates a later left 
hemicolectomy as previously outlined, the sec- 
ond or definitive procedure is much simpler 
if a cecostomy, rather than a left transverse 
colostomy has been done. If a cecostomy has 
been performed, the problem of freeing the 
right transverse portion of the hepatic flexure 
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may be eliminated. If, however, a left trans- 
verse colostomy has been done, the fixation of 
the colon necessitates “taking down” an al- 
ready functioning colostomy and colonic limbs. 
This adds materially to the difficulty of the 
operation. For this reason I have routinely em- 
ployed the MeNealy cecostomy® for patients 
requiring a preliminary decompression pro- 
cedure. By this method, adequate decompres- 
sion is effected and no extra difficulties are 
encountered in the second operation. If a pri- 
mary anastomosis is done between the right 
side of the transverse portion of the colon and 
the rectum, it is of value to have the cecostomy 
for decompression already in effect. 

It is of interest to note that the left colonic 
mesentery has some fixation to the ligament 
of Treitz and must be pushed medially with 
some eare at this point. 

Another point of interest is that the left 
colonic mesenteric vein does not accompany 
the inferior mesenteric artery as closely as 
has been assumed. Considerable space lateral 
to the artery intervenes before one finds the 
accompanying vein. In isolating the inferior 
mesenteric artery for ligation this should be 
found. 

The freeing of the splenic flexure can be 
facilitated if moderate traction is maintained 
on the transverse portion of the colon and the 
descending portion at the same time, during 
the severing of the lateral avascular line of 
the left side of the colon. In this manner the 
limbs of the acute angle which constitute the 
splenic flexure are spread first inte an obtuse 
angle and then into a horizontal line as the 
splenic flexure becomes loosened. 

It is also important to remember that the 
splenic flexure of the colon has actually no 
vascular attachments to the spleen, and that 
the only vessels encountered will be the ves- 
sels in the gastrocolic omentum itself, as the 
lesser peritoneal cavity (omental bursa) is 
opened from the left lateral aspect. 


SUMMARY AND CONCLUSIONS 


1. The introduction of the sulfonamides, 
penicillin and streptomycin has materially 
lowered the immediate operative mortality rate 
of resections of the colon for carcinoma. 

2. The results of right-sided resection of 
the colon for carcinoma show a higher percent- 
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age of five-year survivals than do those of left- 
sided resection. 

3. In the author’s opinion this is due to 
inadequate resection of the left side of the 
colon and its mesentery. 

4. A plan for more radical resection of the 
left side of the colon is diseussed. 

5. Methods of simplifying this plan are out- 
lined. ° 


RESUME 


1. L’introduction des medicaments sulfona- 
mides, de la penicilline, de la streptomycine a 
matériellement diminue la mortalité immédi- 
ate opératoire de la résection du edlon pour 
carcinome. 

2. Les résultats de résection du colon droit 
pour carcinomemontrent un plus haut pour- 
centage de survivance de cing ans que la ré- 
section du edlon gauche. 

3. Dans l’opinion de l’auteur, cela est di a 
la résection inadéquate du cdlon gauche et de 
son mésentére. 

4. Une technique pour la résection plus 
radicale du cdlon gauche est présentée. 

5. Des méthodes de résection simplifiant ce 
désidératum sont discutées. 


RESUMEN Y CONCLUSIONES 
1. La introduecién de las diferentes drogas 


sulfamidica, la penicilina y la estreptomicina, | 


ha disminuido materialmente la mortalidad 
operatoria inmediata, en la reseecién del ear- 
cinoma del colon. 

2. Los resultados de reseceién del colon 
derecho en el carcinoma muestra un porcen- 
taje mayor de una supervivencia de 5 afos, 
que en los casos de reseccién del colon iz- 
quierdo. 

3. Segtin la opinién del autor, esto es de- 
bido a una reseccién inadecuada del colon 
izquierdo y su mesenterio. 

4. Se estudia un plan para mas reseccién 
radical del colon izquierdo. 

5. Se estudian los métodos para simplificar 
este plan. 


HOWSER: LEFT COLON RESECTION 


RIASSUNTO 


1. La mortalita’ immediata delle resezioni 
per carcinoma del colon e’ stata notevolmente 
ridotta dall’uso dei sulfamidici, della peni- 
cillina e della streptomicina. 

2. La sopravvivenza dopo 5 anni dall’ope- 
razione e’ maggiore per le resezioni del colon 
destro, minore per quelle del colon sinistro. 

3. L’A. ritiene che la differenza sia riferi- 
bile a resezioni non sufficientemente radicali 
del colon snistro e del suo mesentere. 

4. L’A. avanza delle nuove proposte per 
operazioni piu’ radicali, proposte che rendono 
nello stesso tempo pitti semplice il piano di 
cura. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Die Einfuehrung der verschiedenen Sul- 
fonamide, des Penicillins und des Streptomy- 
eins hat die unmittelbare Operationssterblich- 
keit bei Dickdarmresektionen wegen Karzi- 
noms erheblich herabgesetzt. 

2. Die Resektionen der rechten Kolon- 
haelfte wegen Karzinoms haben einen hoeheren 
Prozentsatz fuenfjaehrigen Uberlebens auf- 
zuweisen als die Resektionen des linken Dick- 
darms. 

3. Der Verfasser ist der Meinung, dass dies 
auf unzureichende Resektion des linken Ko- 
lons und seines Mesenteriums zurueckzufueh- 
ren ist. 

4. Ein Plan fuer eine radikalere Resektion 
der linken Kolonhaelfte wird eroertert. 
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Torsion of the Omentum 


Survey of the Syndrome and Report of a Case 


IRVIN WIESMAN, M.D., A.I.C.S.* 
GRANITE CITY, ILLINOIS 


surgical condition. Nevertheless, the pos- 

sibility of its presence should always be 
considered in the differential diagnosis of 
acute surgical disease of the abdomen. The 
condition is rarely diagnosed preoperatively ; 
most frequently it has been mistaken for acute 
appendicitis. 

The literature on this subject was reviewed 
in 1932 by Morris,’ who reported 217 cases. 
In 1944 Killinger? added 85 more cases from 
the subsequent literature. Since 1944, various 
ease reports’ have brought 20 more cases to 
attention. Analysis of these cases reveals that 
torsion secondary to other intra-abdominal 
abnormalities has been more common than 
primary or idiopathic omental torsion, in a 
ratio of 3 to 1. The age incidence of this condi- 
tion, according to Steinke,* in 1941 ranged 
from 7 to 80 years, with the average at 39. 
Morris! also placed the peak age incidence in 
the fourth decade of life. However, there has 
been a significantly low incidence in children, 
with a total of 10 cases reported.® It was felt 
by MacLean“ that this low incidence could be 
explained by the poor development of the 
omentum in childhood, when it is short, filmy 
and relatively free of fat. Such physical char- 
acteristics would favor return to normal from 
any torsion. 

An excellent discussion of the embryology, 
phylogeny, anatomy, histology and physiology 
of the omentum is contained in the paper of 
Anton and his associates.** The clinical pic- 
ture, the diagnostic criteria, and the patho- 
logic and etiologic aspects of omental torsion 
have been presented by several authors.® 

Several attempts have been made to clarify 
this condition on the basis of etiology. Colwell’ 
presented one of the earliest classifications in 
1925, which was followed by several others.* 


“T saeaica of the omentum is a fairly rare 


*Chief of Surgery, St. Elizabeth Hospital, Granite City, 


Illinois. 
Submitted for publication July 6, 1950. 


The most recent classification and discussion, 
by Puderbach*” is presented here: 

“Types: Torsion of the omentum may be 
complete or incomplete and either acute or 
recurrent. Two types of omental torsion are 
found. 

“1. Primary torsion, due to no definitely 
known cause, usually found in the obese indi- 
vidual. A plausible theory is that the heavy 
fat-laden omentum may rotate about the 
larger vessels in its substance, which act as a 
pedicle, similar to the maneuver which results 
in a twisted ovarian cyst. A history of sud- 
den trauma or unusual exertion which is said 
to initiate this twisting motion is not often 
elicited, and a correct preoperative diagnosis 
is a great rarity. 

“2. Secondary torsion is due to the twisting 
of the omentum about its axis when its distal 
end is anchored to an abdominal operative 
sear, neoplastic or inflammatory intra-abdomi- 
nal lesion or a hernial sac. This last type, 
simulating a strangulated hernia, is relatively 
common and should be the type most amenable 
to a correct preoperative diagnosis. 

“All or only a part of the omentum may be 
involved. The amount of blood found in the 
abdomen depends of course upon the degree 
to which the omental torsion has embarrassed 
the vascular supply of the involved tissue. If 
the torsion is incomplete and of short dura- 
tion, edema and congestion alone may be pres- 
ent. If complete, however, strangulation oc- 
curs. First there is occlusion of the omental 
veins, followed by thrombosis and then hem- 
orrhage through ruptured capillaries. If un- 
relieved, arterial occlusion and necrosis of 
the affected omentum ensue. 

“Recurrent torsion of the omentum is a 
definite entity. If exploration be carried out 
because of recurrent attacks of abdominal 
pain, a thorough inspection of the great 
omentum should never be omitted. Induration 
or healed infarction of a portion of the omen- 
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tum may be evidence of the spontaneous sub- 
sidence of an omental torsion.” 


REPORT OF CASE 


A. S., a 45-year-old white man, entered the hos- 
pital with a history of severe abdominal cramps and 
nausea of one week’s duration. Severity of the ab- 
dominal pain had increased three nights before 
admission and had prevented sleep for two nights. 
The past history included a left inguinal her- 
niorrhaphy three years before the present episode, 
with postoperative complications of diarrhea, cough 
and recurrence of the hernia during a spasm of 
coughing five weeks after repair. No subsequent 
repair had been attempted. Physical examination 
revealed a temperature of 98.6 F., a pulse rate of 
82 and a respiratory rate of 22. 

The patient was short and obese. He complained 
of severe pain in the left lower abdominal quad- 
rant. Examination of the head, neck and thorax 
revealed no abnormalities. The abdominal wall was 
thick, with definite tenderness over the lower part 
of the abdomen, There was no rigidity. No masses 
were felt; the abdomen was not distended, and 
bowel sounds were within normal limits. A healed 
scar from a previous herniorrhaphy was noted. 
Examination of the genitalia revealed a large soft 
mass filling the left scrotal area. This mass was 
discrete from the left testicle, which was moder- 
ately enlarged. It was about 5 by 7 by 7 em., was 
movable and exquisitely tender and could be only 
partially reduced. Laboratory data included a leu- 
koeyte count of 21,300 and an erythrocyte count of 
5,700,000 per cubic millimeter of blood. The hemo- 
globin value was 100 per cent, or normal. Urinaly- 
sis gave essentially negative results. 

Operative Note—A diagnosis of incarcerated 
left inguinal hernia was made preoperatively, 
and under spinal anesthesia a left hernia incision 
was made. The scrotum contained a large loop of 
thin-walled bowel, adherent especially at the level 
of the internal abdominal ring. Because of the 
paucity of pathologie observations in the inear- 
cerated bowel wall, an exploration of the abdo- 
men was deemed advisable. Accordingly, a lower 
left rectus incision was made, and there became 
immediately apparent an excessive amount of 
blood-tinged fluid escaping from the peritoneal 
cavity. The entire omentum was hemorrhagic and 
edematous, with pronounced, well advanced gan- 
grenous changes in the tissue. The omentum was 
delivered through the abdominal incision and was 
observed to have undergone rotation in a counter- 
clockwise direction three and one-half times on a 
pedicle originating within 1.5 ce. of the omental 
attachment to the transverse colon. This pedicle 
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was divided between clamps, the uninvolved stump 
transfixed with chromic catgut and the entire 
distal portion of the omentum removed. Hernia 
repair was effected by exerting gentle traction on 
the bowel through the abdominal incision, and the 
abdominal wall was closed. 

The postoperative course was uneventful, with 
both incisions healing per primam. The patient 
was discharged on the twelfth hospital day. 

Pathologist’s Report—The omentum was gan- 
grenous and weighed 4 pounds (1.8 Kg.). 


SUMMARY 


A typical case of acute secondary omental 
torsion, occurring in association with a recur- 
rent left inguinal hernia and involving the 
entire omentum in gangrenous change, is pre- 
sented. 

This is a condition rarely diagnosed pre- 
operatively, yet one which demands immediate 
surgical intervention to prevent extension of 
the process to the point of endangering the 
patient’s life. The extreme mobility of the 
omentum and its apparent function in the 
abdomen favor association of the omentum 
with practically all inflammatory intra-ab- 
dominal disease processes; yet the etiologic 
factors which result in torsion, especially of 
the primary type, are not clearly understood. 

This condition should be considered in the 
differential diagnosis of acute abdominal dis- 
ease, and its presence should be strongly sus- 
pected when initial exploration reveals insuf- 
ficient pathologic change in other viscera to 
explain the clinical signs and symptoms. The 
presence of sanguineous intraperitoneal fluid 
is highly suggestive. 

The treatment consists of thorough resec- 
tion of the diseased portion of the omentum 
with careful ligation of the blood vessels. 

The prognosis in the uncomplicated case is 
excellent. 


RESUME 


Un cas typique de torsion aigué secondaire 
de l’epiplon associé a une hernie inguinale 
gauche récidivante provoquant de la gangrene 
de l’epiplon est discutee. 

C’est une condition qui est rarement diag- 
nostiquée préoperatoirement et qui demande 
une intervention chirurgicale immédiate afin 
d’empécher |’extension du mal au point de 
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mettre en danger la vie du malade, La mo- 
bilite extréme de l’épiplon et la fonction appa- 
rente dans l’abdomen favorisent |’association 
de l’épiploon 4 apeu prés toutes les lesions in- 
flamatoires intra-abdominales; pourtant les 
facteurs étiologiques qui entraienent la torsion 
surtout le type primaire ne sont pas complete- 
ment connus. Sa presence doit étre surtout 
considérée quand l’exploration initiale de l’ab- 
domen ne montre pas de changement physiolo- 
gique dans les autres viscéres suffisant pour ex- 
pliquer les signes cliniques et les symptomes. 
La presence de fluide intrapéritoneal sanguin 
est tres suggestive. 

Le traitement consiste dans une resection 
de la partie malade de l’epiploon avee ligature 
soignée des vaisseaux sanguins. 

Le prognostic dans les cas non compliqués 
est excellent. 


ZUSAM MENFASSUNG 


Ein typischer Fall von akuter sekundaerer 
Omentumtorsion einhergehend mit wieder- 
holtem linksseitigem Leistenbruch und mit 
gangraenoesen Veraenderungen des Omentums 
wird beschrieben. 

Dies ist ein Krankheitszustand, der zwar 
selten vor der Operation erkannt wird und 
doch sofortiges chirurgisches Eingreifen er- 
fordert, wenn eine Ausbreitung des Prozesses 
bis an die Grenze der Gefaehrdung des Lebens 
des Kranken verhuetet werden soll. Die ausser- 
ordentliche Beweglichkeit des Omentums und 
seine offensichtliche Funktion im Bauche 
beguenstigen eine Beteiligung des Omentums 
in eingentlich allen entzuendlichen Baucher- 
krankungen; trotzdem herrsecht keine klare 
Vorstellung von den ursaechlichen Faktoren, 
die zu einer Torsion besonders des primaeren 
Typus fuehren. 

Dieser Krankheitszustand sollte bei der Dif- 
ferentialdiagnose akuter Bauchkrankheiten be- 
ruecksichtigt werden, und ein besonders star- 
ker Verdacht in dieser Hinsicht sollte aufkom- 
men, wenn die erste Untersuchung nicht ge- 
nuegend Krankheitsveraenderungen in an- 
deren Organen zutage bringt, um die klini- 
schen Zeichen und Symptome zu erklaeren. 
Besonders verdaechtig ist die Anwesenheit von 
blutiger Fluessigkeit in der Bauchhoelile. 
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Die Behandlung besteht in ausgiebiger Re- 
sektion der erkrankten Partie des Omentums 
mit sorgfaeltiger Abbindung der Blutgefaesse. 
In unkomplizierten Faellen ist die Prognose 
ausgezeichnet. 


RIASSUNTO 


L.A. desecrive un tipico caso di torsione 
acuta, secondaria, dell’omento, associata ad 
un’ernia inguinale recidivante. La torsione ha 
condotto ad una gangrena dell’omento. 

In casi del genere, una diagnosi precisa non 
viene quasi mai avanzata prima dell’opera- 
zione: e cio ’e’ tanto piu’ deplorevole, in quanto 
solamente un intervento immediato puo’ evi- 
tare un’estensione tale dei fenomeni secondari 
alla torsione, da mettere a repentaglio la vita 
dei pazienti. Benche’ l’estrema mobilita’ dell’- 
omento e la sua funzione favoriseano Il’associa- 
zione con qualsiasi processo infiammatorio 
dell’addome, i fattori etiologici che conducono 
alla torsione sono ancora poco noti o soggetti 
ad interpretazioni varie. 

La possibilita’ di una torsione dell’omento 
dovrebbe essere inclusa in ogni diagnosi differ- 
ensiale delle sindromi addominali acute: tanto 
piu’ allorquando un esame iniziale dimostri la 
maneanza di lesioni di altri organi, capaci di 
spiegare i sintomi ed i segni clinici. La pre- 
senza di un versamento ematico nella cavita’ 
peritoneale depone indubbiamente a favore di 
una torsione. 

La cura consiste in un’accurata resezione 
della porzione malata dell’omento, con una per- 
fetta emostasi dei vasi. 


RESUMEN 


Se presenta un caso tipico de torsién epi- 
ploica secundaria aguda, asociada econ una 
hernia inguinal izquierda recidivante y pro- 
ceso gangrenoso epiploico. 

Se trata de un estado raramente diagnosti- 
cado preopcratoriamente, aun cuando requiere 
intervencién quirtirgica inmediata, para pre- 
venir la extension del proceso hasta el punto de 
poner en peligro la vida del paciente. El trata- 
miento consiste en la reseccién de la porcién 
epiploica enferma, ligando cuidadosamente los 
vasos sanguineos. El prondstico es excelente 
cuando no existe complicacion, 
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Flexible Tube Esophagoscopy: 


Its Importance to the Surgeon 


EDWIN BOROS, M.D.* 
NEW YORK 


flexible tube esophagoscopy has justified 

my original hope that “it would be 
brought into the realm of a simple procedure 
rather than feared or selected only on ocea- 
sion.” 

Apprehension, an outgrowth of past expe- 
rience with rigid tube esophagoscopy, still con- 
trols the policy of many surgeons who would 
welcome an opportunity to employ esophago- 
scopic procedures with safety. A great deal 
of reservation and restraint is still evident in 
recommending this type of manipulation. And 
who ean deny that the technic is formidable 
or that it often results in calamity to the pa- 
tient ? 

It is common knowledge that, in the past, 
introduction of an esophagoscope required spe- 
cial and thorough training and skill. “No at- 
tempt would be made to pass a rigid esophago- 
scope in a patient until the operator has fa- 
miliarized himself with the normal anatomy 
of the region and has become accustomed to 
the use of the instrument by passing it on 
dogs and ecadavers.”? Clerf* emphasized the 
importance of direct vision in carrying out the 
procedure, and his opinion reflects the general 
viewpoint of endoscopists today. Jackson* 
pointed out the drawbacks to instrumentation 
of the gullet, emphasizing its seriousness. He 
added that anesthesia helps little if at all in 
overcoming the obstacle of the ericopharyngeus 
muscle. This is the place where injury is prone 
to oceur, and it is important to acknowledge 
that, if pressure is exerted blindly against the 
pharynx rather than along the normal pas- 
sageway through the pyriform fossa, the esoph- 
agoscope will go into the mediastinal tissues. 
probably with fatal consequences. A minute 
tear may permit invasion by micro-organisms. 
with consequent mediastinitis. Experts alone 


Si CE its introduction by myself in 1947,’ 


“Assistant Clinical Professor of Medicine, New York 
University and Bellevue ag 
Submitted for publication Feb. 18, 1950, 


could carry on this work; among these were 
Jackson, Moersch, Paulson, Benedict and oth- 
ers. The reluctance of most surgeons to assume 
the risk, together with the patients’ apprehen- 
sion, has resulted in infrequent esophago- 
scopic examinations even when these are much 
needed. The usefulness of this procedure has 
been subordinated to the information obtain- 
able by roentgen study, which, despite its limi- 
tations, came to be relied upon in most quar- 
ters as the only safe and satisfactory routine 
diagnostic means available. The most valuable 
means of diagnosing disorders of the esopha- 
gus was the direct visualization of the interior 
of this organ afforded by endoscopie study, but 
the unpleasantness and danger of the latter 
method made it unpopular. 

The intricate problems underlying the rigid 
tube technic are well understood and have been 
described in detail. The intolerance of the 
esophagus to any form of injury has been re- 
spected, and blind intubation has been justly 
condemned. In theory this teaching is sound. 
but unfortunately it cannot always be followed 
even by the most skillful surgeons. In describ- 
ing the passage of a rigid esophagoscope, Jack- 
son® said: “The instrument is guided into the 
right pyriform fossa sinus for 2 or 3 em. under 
guidance of the eye), when it comes to a full 
stop and the lumen disappears. This is the 
tonically close cricopharyngeus muscle. Mod- 
erate pressure is now made against the (closed ) 
muscle and after a few seconds or a minute 
or two of waiting, a lumen usually appears. A 
filiform bougie may have to be inserted to make 
sure of a lumen ahead.” 

It is obvious that, during examination, situ- 
ations do arise in which vision alone does not 
suffice. Probing is essential from time to time, 
and not too rarely has an anesthetic been re- 
quired. A further barrier to safety with the 
older method has been encountered at the 
lower level of the esophagus. Here the organ 
veers anteriorly and to the left. Not infre- 
quently damage takes place at this point, since 
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the slightest foreing may cause it. Too often 
the operating surgeon fails completely in ef- 
fecting a safe passage through the diaphrag- 
matie pincheocek ; thus, not only is the lower end 
of the esophagus left unexplored but access to 
the stomach itself is obviated. Insertion of a 
probe or a guide into the lumen in this region 
is no less to be condemned than is introduction 
of such an instrument through the pharynx 
whether it is surrounded by an instrumental 
metallic tube or not; for this represents disre- 
gard of an established and acknowledged prin- 
ciple—the danger to the patient of blind bou- 
ginage. 

My instrument,® embodying a flexible spiral 
tip which is a part of the instrument proper, 
does not necessitate such blind manipulation. 
Visual guidance is resorted to at the earliest 
possible moment, so that the surgeon may at all 
times see the lumen before him. Passage of 
the tube through the lower part of the esopha- 
gus and the diaphragm is rendered safe by the 
softness of the instrumental tip. No damage 
ean be done; therefore safe and easy instru- 
mentation is assured without any mental haz- 
ard either to the patient or to the examiner. 

It cannot be gainsaid that with the limita- 
tions imposed by the absence of a simple and 
reliable means of esophagoseopic exploration, 
knowledge of this region and progress in its 
management have been curtailed.’ The esopha- 
gus, lying in an area surrounded by vital strue- 
tures and possessed of a function indispensable 
to life, is subject to changes not only within it 
but about it. Distant disturbances often assert 
their influence locally, with manifestations 
which may submerge the more distant disor- 
der. No portion of the alimentary canal is sub- 
ject to a greater array of diseases. In their 
evaluation and treatment the collaboration of 
clinician, roentgenologist and surgeon is main- 
tained. The total absence of symptoms is not 
unusual, or complaints may be elusive and in- 
sidious and obstructive features late or lacking. 
The mucosal lining of the esophagus, though 
insensitive in a normal physiologic state, does 
react to insult. Substernal pressure, regurgi- 
tation, vomiting of blood, ete., are symptoms 
too well known to be disregarded. Nor can one 
overlook local enlargement of cervical lymph 
glands or abdominal manifestations as possible 
first signs of esophageal involvement. Not in- 
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frequently do hemorrhagic tendencies from re- 
mote causes simulate the presence of local 
varices, and anginal pain may well be con- 
fused with that of hiatal hernia. An esopha- 
gram, in addition to providing relief studies 
of the mucosa with the use of a thin barium 
mixture, enables one to recognize anomalies, 
spasm, stenosis, peptic ulcer, varices and neo- 
plasms. Undoubtedly it has value, but it can- 
not be relied upon to detect local inflammation, 
ulceration or local bleeding ; nor ean it enable 
one to distinguish a benign lesion from a 
malignant one with absolute certainty. Therein 
lies the need for direct endoscopie instrumen- 
tation, which the esophagoscope alone affords. 

A few of the many speculative features may 
be worthy of consideration. One of these is the 
effect of severance of the vagus on the esopha- 
gus. Recent surgical management of peptic 
uleer has ineluded this procedure as a form of 
treatment. As a result of its use, however, 
problems and symptoms have arisen and ocea- 
sioned much thought. Cannon® earried out 
experiments on animals to determine the ac- 
tion of severance of the vagi on esophageal 
function. He observed that for a period vary- 
ing from twelve to twenty-five hours after this 
procedure the lower end of the esophagus be- 
came atonic, with restoration of normal tone 
soon thereafter. Knight’s conelusions® were 
opposed to this concept. He observed that dila- 
tation of the lower end of the esophagus per- 
sisted, unless the celiac ganglion were removed 
and with it the sympathetic stimuli. It is well 
recognized that both the vagus and the sym- 
pathetic nerves play a definite role in control- 
ling the opening and closure of the lower end 
of the esophagus. 

It is noteworthy that symptoms referable 
to the esophagus after vagotomy for peptic 
ulcer have been absent. Is it to be assumed that 
after such a procedure no anatomie and fune- 
tional alterations take place in this organ? 

Diverticula of the esophagus are not infre- 
quently encountered and, although seldom the 
cause of annoyance, may bring about sufficient 
distress to require operation. Lahey’ has 
ealled attention to the obstructive features of 
this abnormality and has emphasized the possi- 
bility of carcinomatous degeneration as a com- 
plication. 

Esophageal stricture is frequently associated 
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with hiatus hernia, duodenal ulcer and esopha- 

geal ulcer, as a sequel to prolonged vomiting 
or to operative procedures on the esophagus 
and stomach. Wangensteen'' expressed the 
opinion that stricture of the gullet is an expres- 
sion of the reflux of hydrochlorie acid into the 
lower portion of the esophagus. He has re- 
ported marked improvement in symptoms of 
dysphagia arising from stricture after subtotal 
resection of the stomach for peptic uleer of 
the duodenum. 

Varicosities of the esophagus have engen- 
dered considerable interest of late; the litera- 
ture shows evidence of much endeavor in this 
field’® in the form of surgical ligation of con- 
tributory veins, in addition to the more fre- 
quent recourse to posterior mediastinotomy 
for hemorrhage. Not only can there be a more 
extensive opportunity for exploration and 
the establishment of such disorders, but sur- 
gical follow-up can be facilitated and better 
appraised in a manner which only flexible tube 
endoscopy affords. 

The detection of carcinoma at a much earlier 
stage than is usual, the evaluation of contem- 
plated procedures in esophageal and pulmo- 
nary surgery, and the diagnosis and manage- 
ment of anomalies are but a few of the features 
which lend themselves to easier solution by 
means of safe and easy instrumentation. 

The flexible esophagoscope here described 
offers advantages not previously envisaged, 
assuring the surgeon and investigator an open 
field for observation and study. The esophagus 
is thereby projected into the foreground, so 
that normal and abnormal physiologic condi- 
tions may be better appraised and managed. 
Thorough investigation becomes more frequent 
as fear and difficulty disappear into the past. 
Both patient and clinician are relieved of 
anxiety, and opportunity for research, treat- 
ment and progress is greatly increased. 


SUMMARY 


The author outlines the surgical advantages 
of flexible tube esophagoscopy as contrasted 
with the use of a rigid esophagosecope with its 
attending difficulties and dangers. The ana- 
tomie position of the esophagus, surrounded 
as it is by vital structures, is emphasized in 
this connection. A flexible esophagoscope de- 
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vised by the author is described, and the basis 
for its recommendation is explained. 


RESUME 


L’auteur décrit les avantages chirurgicaux 
de loesophagoscopie par tube flexible en con- 
traste avee l'emploi de l’oesophagoscope rigide 
avee ces difficultes et ses dangers qu’il com- 
porte. La position anatomique de l’oesophage 
entouré de structures trés vitales, montre l’im- 
portance du sujet. Uni esophagoscope flexible 
inventé par l’auteur est décrit et les bases pour 
la recommandation de son emploi sont enu- 
merés. 


ZUSAM MENFASSUNG 


Der Verfasser skizziert die chirurgischen 
Vorteile der Oesophagoskopie mittels eines 
biegsamen Instruments im Gegensatz zur An- 
wendung eines starren Oesophagoskops mit 
seinen Schwierigkeiten und Gefahren. Die 
anatomische Lage der von lebenswichtigen 
Gebilden umgebenen Speiseroehre wird in die- 
sem Zusammenhang unterstrichen. Ein vom 
Verfasser angegebenes biegsames Oesophago- 
skop wird beschrieben, und die Gruende, 
warum es empfohlen wird, werden auseinan- 
dergesetzt. 


RIASSUNTO 


L’A. deserive un nuovo tipo di esofagoscopio 
flessibile e ne spiega i vantaggi sopra i tipi 
rigidi. La posizione anatomica dell’esofago, 
cirecondato da organi e strutture vitali, rende 
Vuso del comune esofagoscopio difficile e peri- 
coloso. 

Queste difficolta’ e questi pericoli seompaiono 
di fronte all’esofagoscopio flessibile. 


RESUMEN 


El autor expone las ventajas quirtirgicas de 
la esofagoscopia con tubo flexible, en contraste 
con el uso de un esofagosecopio rigido con sus 
dificultades y peligros inherentes. En relacién 
con esto se sefiala la posicién anatémica del 
esdfago, rodeado de estructuras vitales. Se 
describe un esofagoscopio flexible del autor 
y se explica la raz6n para recomendarlo. 
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have different tastes. 


Aphorisms of George Bernard Shaw 
1856-1950 


Do not do unto others as you would that they should do unto you. They may 


When a man has anything to tell in this world. the difficulty is not to make him 
tell it, but to prevent him from telling it too often. 


If a great man could make us understand him we should hang him. 


A fool’s brain digests philosophy into folly. science into superstition. and art 


into pedantry. 


The test of a man’s or a woman's breeding is how they behave in a quarrel. 


The great advantage of a hotel is that it’s a refuge from home life. 


Silence is the most perfect expression of scorn. 


This is the true joy in life, the being used for a purpose recognized by yourself 
as a mighty one: the being thoroughly worn out before you are thrown on the scrap 
heap; the being a force of Nature instead of a feverish selfish little clod of ailments 


and grievances complaining that the world will not devote itself to making you happy. 
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Mycotorula Albicans in Urine of Cystitic Patient 


with Diverticulum of Urinary Bladder 


FRANCESCO COZZA, M.D., F.1.C.S. 
ROME 


come to attention and will be presented 


A RARE and perhaps unique case has 
briefly. 


A man aged 34 had a history of gonococcie dis- 
ease of the urethra twelve years previously. For 
the past four or five years he had had minor symp- 
toms referable to the urinary bladder; pollakiuria, 
burning after micturition and turbidity of the 
urine. He was easily relieved of these symptoms 
by ingestion of small quantities of a common anti- 
septic or mineral water, or by observing a strict 
dietetic regime. After fatigue or dietetic errors, es- 
pecially the use of aleohol, the symptoms recurred, 
though they disappeared promptly when treated 
by the simple means aforementioned. 

On rare occasions the patient noticed that within 
a few minutes after an apparently complete mic- 
turition he felt again the need of urinating and 
could produce a small quantity (10 to 30 ee.) of 
urine. 

During his most recent attack of cystitis the pa- 
tient had performed for himself a lavage of the 
urinary bladder with a solution of mereury oxy- 
cyanide 1/5,000. Apparently he employed an ap- 
paratus that had been used to administer an enema 
to another member of the family and had not been 
adequately disinfected or sterilized. 

After this lavage, notwithstanding large doses of 
sulfonamide and penicillin, the eystitie crisis did 
not disappear. Instead, symptoms rapidly in- 
creased; pollakiuria became intense, and vesical 
tenesmus progressed to such an extent that the pa- 
tient could not always control his urine, which in 
passage caused intense burning in the urethra, with 
pain radiating to the perineal and pubic regions. 
Vesical clonus was also noticed. 

During rest in bed all symptoms were diminished, 
only a sense of weight and pain in the hypogastrium 
remaining. In the meantime nycturia had devel- 
oped. The patient made no complaint about his 
kidneys or other organs. There was no fever, and 
his general condition was not bad. 


Submitted for publication Dec. 13, 1949. 


Case Reports 


The urine had been tested many times during 
periods of crisis, the tests revealing turbid and 
mucopurulent urine, numerous well preserved 
leukocytes, numerous cells of the lower part of 
the urinary tract, various organisms and no blood. 
The Koch bacillus had never been observed. After 
this crisis the urine revealed a high level of 
acidity and the sediment a carpet of blastomycetes. 
This observation was confirmed by smears of urine 
sediment over a period of one month. Finally a 
sample of the urine was taken to ascertain the na- 
ture of the blastomycetes. At the Microbiologie In- 
stitute of the University of Rome, M. albicans was 
isolated in a pure culture. 

Because of the high acidity of the urine the 
patient was given large quantites of alkali (sodium 
bicarbonate). The symptoms showed a noticeable 
abatement. In the meantime, since in the Institute 
of Hygiene of the University of Rome researches 
were going on as to the action of penicillin on vari- 
ous organisms, the mycotorula isolated was tested. 
Penicillin was not effective against this type of 
organism. 

In the literature on mycetes (Acanfora) one 
notes that, among substances which have demon- 
strated a specific activity, crystal violet, malachita 
green and trypoflavin were the most used in vitro. 
The latter was injected through the patient’s veins 
at the rate of 5 cc. of 2 per cent solution every 
second day. 

On the day following the first injection the 
urine was tested again. The microscopic field ap- 
peared completely free of M. albicans. Leukocytes 
and cells were administered. In the two following 
years the organism was never observed in the urine. 

After two months a roentgen control test 
(K.U.B.) was performed, and a diverticulum was 
observed near the implantation of the left ureter 
into the bladder. A cystoscopic test revealed no 
new information. At the time of writing the patient 
is in good condition and eystitie pain is rare. 


COMMENT 


The mycetes capable of producing an in- 
fectious disease are a restricted group; Tinea 
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familis is most generally known. Other my- 
cetes as a rule do not cause actual disease; 
even experimentally it has never been possible 
to inerease their pathogenic activity. Most 
mycopathologists have studied only isolated 
cases involving different organs once or a few 
times. Mycotorula albicans, so far as I can 
determine from the literature, has never been 
observed in the urine of a patient with 
cystitis. 

According to Repetta, the urinary bladder 
under experimental conditions shows a marked 
resistance to the implantation of mycetes. This 
conclusion is supported by clinical researches. 
Special conditions, not always perfectly under- 
stood, must intervene to transform those 
saprophytes into pathogenic parasites. The 
conditions responsible for receptivity in the 
case just described were the diverticulum, the 
recurrent cystitic crises and the action of 
organisms capable of inducing biochemical 
and anatomopathologie changes in the urinary 
bladder. This may explain the introduction of 
the mycotorula into the bladder by means of 
the dirty enema apparatus. 

In a second phase, the acid substances pro- 
duced by the myecotorula and the action of 
the antibiotics broke the symbiotic ring: the 
organisms previously present were overcome, 
and the mycotorula was then able to implant 
itself. This implantation could have assumed 
dangerous aspects had not the acridinic treat- 
ment been administered. 


SUMMARY 


The author describes the peculiar finding 
of Mycotorula albicans isolated in pure cul- 
ture from the urine of a patient with symp- 
toms referable to the urinary bladder. The pa- 
tient also had a vesical diverticulum. The 
clinical data and therapeutic problems are 
described. The pathogenic problem is dis- 
eussed. Acridinic treatment was decidedly 
effective in the peculiar localization of the 
infection, which had become very dangerous 
to the patient. In the literature of the subject 
a case like the one described is rare and pe- 
euliar, if not actually unique. 


RESUME 


L’Auteur décrit la découverte du mycoto- 
rula albicans dans une culture pure de l’urine 
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d’un malade présentant des symptomes en rap- 
port avee la vessie urinaire. Le malade avait 
aussi un diverticule vésical. Les symptémes et 
les problémes thérapeutiques sont décrits. 
L’Adridinio traitement fut trés effectif dans 
la localisation étrange de l’infection qui était 
devenue trés dangereuse pour le malade. Les 
cas semblables sont rares. Notre cas n’est pas 
unique. 
RESUMEN 


El autor describe el extrafo hallazgo de 
Mycotorula albicans, aislado en ecultivo puro 
de la orina de un paciente con sintomas de un 
proceso de la vegiga urinaria. El paciente 
también tenia un diverticulo vesical. Se pre- 
senta la informacion clinica y la terapéutica, 
estudiandose el problema patogénico. El tra- 
tamiento acridinico fué decididamente efec- 
tivo en esta rara localizacién de la infeccién, 
que se habia hecho muy peligrosa para 
el paciente. En la literatura sobre este tema 
es raro, si no tinico, un caso como el descrito. 


RIASSUNTO 


Nelle urine di un paziente affetto da sintomi 
vescicali lA. ha isolato una cultura pura di 
Myecotorula albicans. I dati clinici ed i prob- 
lemi terapeutici vengono dettagliatamente 
discussi. Nel caso speciale, che non trova 
riscontro nella letteratura, la cura con adri- 
dina e’ stata efficace. 


ZUSAM MENFASSUNG 


Verfasser beschreibt den eigenartigen Be- 
fund eines Falles, in dem Mycotorula albicans 
in Reinkultur aus dem Urin eines Kranken mit 
Harnblasensymptomen gezuechtet wurde. Der 
Kranke hatte auch ein Blasendivertikel auf- 
zuweisen. Die klinischen Daten werden be- 
schrieben und therapeutische und pathogene- 
tische Fragen eroertert. Bei der eigenartigen 
Lokalisation der Infektion, die fuer den Kran- 
ken recht gefaehrlich geworden war, war die 
Behandlung mit Acridin entschieden wirk- 
sam. Die Sichtung der Literatur zeigt, dass der 
beschriebene Fall wenn nicht als einzigartig so 
doch als selten und merkwuerdig angesehen 
werden muss. 
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Secondary Melanosarcoma of the Small Intestine 
Review of the Literature and Report of a Case 


SIDNEY KATZ, M.D., A.I.C.S. 
NORTH BERGEN, NEW JERSEY 


HAT malignant melanoma (melanosar- 
" cous) of the small intestine is a rare 

condition is indicated by the small num- 
ber of cases reported in the literature. Up to 
the time of writing only 31 such cases have 
been noted, in 21 of which the tumors were 
proved to be metastatic. The remaining 10 
probably included some which “should be re- 
garded with suspicion because of the failure to 
track down an obvious primary lesion.”* 

Bockus*® expressed the opinion that mela- 
noma is rarely primary in the small intestine. 
It is usually metastatic from the skin, the eye 
or the rectum. Frequently the secondary small 
intestinal lesion may appear without metastases 
elsewhere. Bockus attributed this to the ina- 
bility of melanomas to multiply in the lungs 
or other structures en route to the intestinal 
wall. 

Lubarsech* expressed doubt that primary 
melanoma ean originate in locations other than 
the skin or the eye, and maintained that all 
melanotie tumors of the gastrointestinal tract 
are really metastatic growths from a nevus 
elsewhere in the body. Ewing* stated that 
benign nevus cells cannot migrate from other 
sites. Etiologically he places greatest stress on 
the chromatophore theory. (The chromato- 
phore is a specific mesoblastie cell responsible 
for the production of pigment. ) 

In Saphir’s case’ the tumor was discovered 
at autopsy in a 50-year-old man. This mela- 
noma was metastatic from the right nipple. 
Saphir was careful, however, to point out that 
the thoracic lesion was well healed, obviously 
concluding that the sear could easily have 
been missed and that, therefore, this tumor 
might have been reported as a primary lesion. 

Herbut and Manges® reported 5 cases from 
the Jefferson Medical College Hospital autopsy 
records, in 3 of which the tumors caused intus- 
susception. 

Wade® reported a case of apparent mela- 
nosarcoma which caused partial intestinal ob- 


Submitted for publication Aug, 23, 1950. 


struction due to intussusception, and in his 
review of the cases previously reported stated 
that 11 of the 31 tumors followed the same 
course. Eighteen patients had symptoms of 
intestinal obstruction. In 9 of the reported 
cases, the patients received surgical treatment 
and 4 survived the operation, but none lived 
more than six months. 


REPORT OF CASE 


S. M., a 61-year-old white woman, was admitted 
to Doctors Hospital on Sept. 29, 1949. For the past 
six months she had suffered from abdominal cramps 
and anorexia, and during that period she had lost 
40 pounds (18.1Kg.). Four years earlier, in October 
1945, her left eye had been enucleated, the subse- 
quent pathologic diagnosis being malignant mela- 
noma of the choroid. In October 1947 she had been 
treated for hypertension (blood pressure in milli- 
meters of mercury, 270 systolic and 120 diastolic) 
and angina of effort. In October 1948 electrocardi- 
ography had revealed a left ventricular strain. 

On her entry to the hospital the patient showed 
evidence of chronic illness and wasting of the skin 
and muscles. The enucleated left eye had been re- 
placed by an artificial one. There was a soft systolic 
blow at the apex of the heart. The lungs were 
normal to percussion and auscultation. There was 
an increased tympanitie note on percussion over the 
left half of the abdomen. Rectal and vaginal exam- 
ination gave normal results. 

Laboratory Data: Examination revealed a blood 
pressure of 182 systolic and 100 diastolic. The urine 
was normal. The erythrocyte count was 3,070,000 
with 7.4 Gm. of hemoglobin, and the leukocyte 
count 10,3000, with a differential count within 
normal limits. The nonprotein nitrogen content of 
the blood was 46 mg. and the sugar content 94 mg. 
per hundred cubic centimeters. 

Roentgen studies of the chest showed moderate 
dilatation of the thoracic portion of the aorta and 
thickening of the left main interlobar fissure. Roent- 
genograms of the gastrointestinal tract revealed 
huge distention of a loop of small bowel in the left 
upper quadrant of the abdomen, suggesting partial 
obstruction distal to this loop. A barium colon 
enema revealed a hugely distended small intestinal 
loop in the left upper abdominal quadrant, displac- 
ing the splenic flexure and descending colon to the 
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midline. There was also a soft tissue mass in the 
left pelvic area, causing medial displacement of the 
lower part of the descending and sigmoid colon. 

The patient was prepared for operation with 
blood transfusion, Miller-Abbott intubation and de- 
compression and administration of sulfasuccidine. 
On September 30 exploratory laparotomy was per- 
formed through a left paramedian incision. Ap- 
proximately three feet (91.4 em.) proximal to the 
ileocecal valve there was an intussusception with 
fibrous adhesions between the two portions of the 
aforementioned lesion. The mesentery was free of 
glands; the liver, spleen, kidneys and adrenals 
were apparently normal. The lesion was resected, 
and a side-to-side aseptic anastamosis was per- 
formed. The patient made an uneventful recovery 
and was discharged from the hospital on the sev- 
enth postoperative day. 

Pathologic Report——The specimen consisted of 
a section of ileum measuring 18 em. in length and 
9 em. in diameter, unopened. The serosa was thick- 
ened. Within the lumen there were three blackish- 
red soft lobular masses, each measuring 3 em. in 
diameter and attached to the wall by small round 
pedicles. The cut section showed some greyish areas 
in this reddish black mass. The masses did not in- 
filtrate the intestinal wall. Microscopie section re- 
vealed erosion of the mucosa, but the submucosa 
and muscularis were intact. There were spindle- 
shaped cells with acidophilic cytoplasm, and oval 
and elongated nuclei showing mitosis and pleomor- 
phism. Melanin was present throughout the section. 


COMMENT 


Melanomas of the eye spread by way of the 
blood stream, not the lymphatics. Metastases 
may first become apparent many years after 
the affected eye has been removed. The case 
reported here certainly falls into this group. 
The similarity of the three lesions and the 
absence of mesenteric involvement favor the 
theory of invasion of the blood stream. 


SUMMARY 


1. A case of metastatic melanosareoma of 
the small intestine with intussusception is re- 
ported. 

2. The rarity of the disease is indicated. 

3. Etiologic factors are discussed in relation 
to the primary or metastatic character of the 
condition. 


RESUME 


1. Un cas de mélanosarcome métastatique 


KATZ: MELANOSARCOMA 


de l’intestin gréle compliqué d’intussuseeption 
est rapporté. 

2. La rareté de cette complication est men- 
tionnée. . 

3. Les facteurs étiologiques sont discutés 
en rapport au caractere primaire et métasta- 
tique de cette condition. 


RESUMEN 


1. Se comunica un caso de melanosarcoma 
metastasico del intestino delgado con intusus- 
cepcidn. 

2. Se indica la rareza de la enfermedad. 

3. Se diseuten los factores etiolégicos con 
relacién al caracter primario 0 metastasico de 
dicho estado. 


ZUSAM MENFASSUNG 


1. Ein Fall von metastatischem Melanosar- 
kom des Duenndarms mit Einsechiebung des 
Darmes wird berichtet. 

2. Auf die Seltenheit der Erkrankung wird 
hingewiesen. 

3. Die ursaechlichen Faktoren in Bezug auf 
den primaeren oder metastatischen Charakter 
der Erkrankung werden eroertert. 


RIASSUNTO 


1. Descrive un caso di melanosarecoma me- 
tastatico nell’intestino tenue con intuscezione. 

2. L’A. sottolinea la rarita’ di casi del ge- 
nere. 

3. Discute i fattori etiologici in rapporto 
alla sede primitiva o metastatica di questi tu- 
mori. 


REFERENCES 


1, Saphir, O.: Metastatic Melanoma of the Small 
Intestine, Arch. Path. and Lab. Med. 4:22-25, 1927. 

2. Bockus, H. L.: Gastroenterology. Philadelphia: 
W. B. Saunders Co., 1944. 

3. Lubarsch, O.: Die pigmentierten Sarkome, 
Ergeb, d. allg. Path. u path. Anat. 2:585-592, 1895. 

4. Ewing, J.: Neoplastic Diseases. Philadelphia: 
W. B. Saunders Co., 1940. 4th ed. 

5. Herbut, P. A., and Manges, W. E.: Melanoma 
of the Small Intestine, Arch. Path. 39:22-27, 1945. 

6. Wade, B. N.: Melanoma of Small Intestine, 
Northwest Med. 44:388, 1945. 

7. Boyd, W.: Surgical Pathology. Philadelphia: 
W. B. Saunders Co., 6th ed. 


| 
4 


Seccion en Espanol 


Hidatidosis Muscular De La Pared Toracica 


LORENZO GARCIA TORNEL, M.D., y JACINTO DARGALLO, M.D. 
BARCELONA 


nivel de la pared toracica debe conside- 

rarse como rara (Denk-Kunz). Pero esta 
region esta constituida por diversos elementos 
anatémicos, y si consideramos la frecuencia de 
localizacién para cada uno de ellos, nos damos 
cuenta de la verdadera rareza de estas localiza- 
ciones primitivas. Ateniéndonos a este criterio 
anatémico, podemos distinguir : 

1. Los quistes situados a nivel del esqueleto 
toracico 

2. Los quistes situados en las masas mus- 
culares toracicas 

3. Los quistes del tejido celular subeutaneo 

4. Los quistes de la glandula mamaria. 

Los quistes situados a nivel del esqueleto son 
bastante raros, al punto de que Bauer, sobre 
una estadistica de 243 casos de quistes hidati- 
dicos éseos, sdlo encuentra cineo casos de locali- 
zacion costal y cuatro esternales. Asi tenemos 
los casos de Virchow y Madelung de hidatidosis 
esternal, los casos de localizacién costal de 
Bressot, de Burmeister, Talini, Neumand, Lo- 
zano, ete., y como caso excepcionalisimo el de 
Ettore, de localizaci6n escapular. 

Los quistes del tejido celular subeutaneo han 
sido sefalados por diversos autores (Kern, 
Bremser, ete.) y entre nosotros por Rivera 
Sans, en 1905, a nivel del apendice xifoides y 
en la fosa supraespinosa, y por Lazarraga, en 
1934, en el tejido subcutaneo deltoideo. 

Klose y Sebening indican la rareza de la 
localizacién hidatidiea a nivel de la glandula 
mamaria, y senalan la posible confusién con 
quistes hidatidicos retromamarios, en especial 
los localizados a nivel del pectoral mayor. En 
Espana se han deserito dos casos por Rivera 
Sans (1905) otros dos por Lozano, y los casos 
aislados de Esquerdo (1896) de Garcia del 
Diestro y de Goyanes, todos ellos en mujeres 
ya adultas. 


localizacién de los quistes hidatidicos a 


Servicio de Cirugia General del Hospital de la Cruz 
Roja (Barcelona). Jefe del Servicio, Dr. L. Garcia Tornel. 


Nos ocuparemos tan solo de la localizacién 
muscular de la hidatidosis parietal toracica. 
En ella deben diferenciarse dos tipos de quis- 
tes: los primitivos, verdaderamente raros, y 
los secundarios a un tratamiento quirtirgico de 
hidatidosis hepatica o pulmonar, en los que 
por un defecto de téenica tiene lugar una siem- 
bra secundaria en el sentido de Dévé. 

En nuestro trabajo sobre Hidatidosis Mus- 
cular, insistiamos en que en las regiones de 
parasitacién intensa dicha localizacién no po- 
dia considerarse como rara, debido a la propa- 
gacién hematica del equinococo. Si el equino- 
coco logra sobrepasar las absorbentes y amplias 
mallas de ecapilares de los filtros hepatico y 
pulmonar, dada la gran riqueza vascular de 
los miisculos y la gran masa de los mismos en 
el organismo, la posibilidad de localizacién en 
ellos resulta favorecida. 

De los embriones procedentes de las oncos- 
feras llega tan sélo a los pulmones el 10-15%, 
pues el resto es retenido por el higado. El 
pulmon retiene a su vez el 80-90% de los em- 
briones que por él cireulan. De aqui que tan 
sélo un 3-4% de los embriones logren burlar 
estas barreras y sean capaces de aleanzar lo- 
ealizaciones extrapulmonares. 

Sinembargo, existen discrepancias entre los 
autores. Ivanissevich, en su clasico esquema de 
la distribucién equinocécica por via hematica, 
senhala un 85% de parasitaciones por sangre 
venosa (70% hepaticos y 15% pulmonares) 
en contra del 15% de parasitaciones arteriales, 
las cuales distribuye en 4% musculares, 3% 
esplénicas y 2% para cada una de las localiza- 
ciones endoencefalica, renal, vertebral y sub- 
cutanea. S. Cimeo tampoco considera rara la 
localizacioén muscular, sefialando la cifra de 
7,9%. Teichmann eleva esta cifra a 13,7%. 
Becker da la de 8,2, Vegas y Cranwell 4,7%, 
Popajoanou 5,9% ete. Estas cifras tan elevadas 
dependen de que la mayoria de los autores, 
siguiendo el eriterio de Dévé, incluyen en un 
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mismo grupo las localizaciones museculares y 
las del tejido celular subeutaneo. 

Tal vez en paises muy parasitados sea ver- 
daderamente aconsejable pensar siempre en el 
quiste hidatidico antes de descartarlo frente a 
toda tumoracién (Lozano, Piulachs, ete.), con- 
cepto que en el caso particular de los miisculos 
fué recogido por el célebre aforismo de Denon- 
villiers “una tumoracién intramuscular, regu- 
lar, dura, redondeada y de evolucién lenta, es 
un quiste hidatidico” mientras no se demues- 
tre lo contrario. 

Los estudios de Lépez Neyra y Soler Planas, 
sobre la equinococosis en Espafia, dan datos 
que desmienten la frecuencia considerable con- 
trastada en otros paises. La recopilacién de los 
casos publicados en Espana hasta 1944 se eleva 
a 1586, de los cuales 44 eran musculares y 16 
subeutaneos, lo que representa 2,7% y 1,01% 
respectivamente, porcentajes muy bajos en re- 
lacién con las cifras antes sefialadas. Esta es 
la proporcién de los casos publicados 0 comuni- 
cados, debiéndose tener en cuenta que, por la 
rareza de las hidatidosis musculares, tales ca- 
sos son recopilados con mas frecuencia que los 
hepaticos y pulmonares que dejan de consig- 
narse a menudo. 

Por ello, en la practica, creemos que debemos 
reducir a la mitad la proporcién de frecuencia 
de los quiestes hidatidicos intramusculares. 

La tabla de Gerullanos, sobre 200 casos de 
hidatides musculares, recogidos de muy diver- 
sos autores, da una idea de la distribucién 
proporcional de los mismos en las diversas re- 
giones organicas: 


Regién delcuerpo Quistefinico % Multiples % 
Cabeza 9 casos 4,5 0 0 
Cuello 26 casos 13,0 2 1 
Tronco 65 casos 32,5 5 2,5 
Ext. superior 25 casos 12,5 2 1 
Ext. inferior 75 casos 37,5 6 3 


Sinembargo, en este cuadro se consideran 
conjuntamente los pertenecientes al térax y 
abdomen, por lo que la proporcién pertene- 
ciente al térax es menor. 

Siguiendo a Lépez Neyra y Soler Planas, si 
bien modificandoles en algiin aspecto, diremos 
que pueden distinguirse cuatro grupos de 
quistes hidatidicos en los misculos: (@) los 
dorsales de procedencia casi siempre secun- 


daria; (b) los de las paredes toracica y ab- 
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dominal, que son tambien casi siempre secun- 
darios; (c) los ecardiacos, que casi todos los 
autores los consideran aparte de los musecu- 
lares, pero que no parecen muy raros, por 
cuanto R. L. Repetto semala nueve casos de 
esta localizacién recogidos en poco tiempo; 
(d) los de la cara, cuello vy extremidades, casi 
siempre primitivos. 

Vemos, pues, que los quistes musculares de 
la pared toracica son bastante raros vy que casi 
siempre son secundarios a otros quistes vis- 
cerales. Diversos y muy numerosos son los 
easos descritos en la literatura médica del 
ultimo siglo, entre los cuales recordaremos el 
de J. Baron, de un caso triple situado en los 
intercostales, el de la pared axilar posterior de 
Velpeau (1853), el de Verneuil en el pectoral 
mayor (1873), el de Paullet en la regi6én tora- 
cica posterior (1867), el de Andral en la re- 
gién escapular, el de Riswasch en la fosa su- 
praespinosa de la escaépula derecha, y los de 
Sokolov, Velpeau, Costa, ete. 

Pero en especial queremos destacar el pu- 
blicado por Velpeau, en 1857, en Gazette des 
Hopitaux, de gran parecido a uno que hemos 
tenido ocasién de vivir, y cuyos caracteres mas 
destacados, segiin Davaine, eran los siguiente : 
Hembra, 22 afios, que desde hace seis meses 
presenta dolores vagos por debajo de la regién 
axilar, donde se aprecia una pequeha tumora- 
cién de diagnéstico incierto. Se practica la 
extirpaciOn por incisién transversal, hallando 
el quiste situado y englobado en el borde del 
dorsal ancho y los fasciculos contiguos del se- 
rrato mayor o lateral. 

En la revisién de la bibliografia nacional de 
Lopez Neyra y Soler Plana, en 1944, no se 
encuentra ningtin caso publicado de localiza- 
cién a nivel del gran dorsal y del serrato ma- 
yor, si bien existen algunos de localizacién 
muscular toracica. Tales son, el subpectoral de 
Esquerdo, en 1896, el de regién interescapular 
y el del hipocondrio derecho de Rivera Sans, en 
1905, y el mas genuinamente toracico de Del- 
gado y Arroba (1936) en el misculo intercostal 
externo del séptimo espacio. Ni en la revisién 
practicada en nuestro trabajo anterior, ni en 
la actual hemos posido hallar mas casos que los 
senalados. 

Por la rareza de Ja hidatidosis muscular 
tordcica y por ser, a nuestro ver, el primer 
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caso en Espafia de quiste hidatidico del dorsal 
ancho y serrato lateral, creemos justificada la 
publicacién de esta observacién, a la que afia- 
dimos otro caso, vivido por uno de nosotros en 
el Servicio de Tisiologia del Dr. Rosal a quien 
damos las gracias por habernos permitido su 
publicacion. 

Observacién 1.—Se trata de una enferma de 
26 afios, soltera, natural de Esparraguera, en 
cuyos antecedentes figuran el sarampidn, res- 
friados frecuentes, ataxia menstrual y un 
parto normal hace tres anos. 

Desde hace dos afios la enferma presenta un 
sindrome gastrico, con molestias de ritmo ul- 
ceroso, sin que la presencia de tilcera haya 
podido ser demostrada. Hace un. mes, la en- 
ferma al lavarse aprecié la presencia de una 
tumoracién a nivel de la regién toracoaxilar 
izquierda, que no habia dado ninguna clase de 
molestia. Preocupada por esta tumoraci6n con- 
sulta a un facultativo quien aconseja la inter- 
vencién. Vista por el Dr. Pueyo se le diagnos- 
tica de quiste hidatidico aconsejandole la in- 
tervencién, para la practica de la cual ingresa 
en el Hospital de la Cruz Roja el 15 de Marzo 
de 1950. 

Nos encontramos con una enferma morena 
de talla escasa y constitucién hipoplasica, pero 
con buen estado nutritivo y gran inestabilidad 
psiquica, cuya exploracién nos demuestra : 

Normalidad de los aparatos respiratorio, cir- 
culatorio y nervioso, excepto un ligero aumento 
de los reflejos rotulianos que en exploraciones 
ulteriores desaparece. El aparato digestivo 
presenta la existencia de un sindrome ulceroso 
vy manifestaciones de estrefimiento discreto, 
que preseindimos de detallar. 

La exploracién de la regién toracica nos 
demuestra un elara asimetria, debida a la 
presencia de una tumoracion redonda o ligera- 
mente ovalada de eje oblicuo de arriba abajo 
yv de detras adelante, del tamafo de una man- 
darina, y situada entre la linea axilar anterior 
y la posterior y préxima a la eavidad axilar 
izquierda, extendiéndose desde quinta a sép- 
tima eostillas (Fig. 1). 

La palpacién nos demuestra una consisten- 
cia fluetuante, distinta de la resistencia apre- 
ciada dos dias antes por el Dr. Pueyo al prac- 
ticar la puncién diagnéstica, pero a través de 
un tejido engrosado, que no llega a difieultar 
el resto de la exploracién. La tumoracién esta 
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cubierta por piel de aspecto normal sin que 
existan adherencias. Goza de escasa movilidad, 
pero ésta varia segtin la direccién de la explo- 
racion y llega casi a desaparecer al ser fijadas 
las masas musculares por un esfuerzo. Desde 
hace unos dias parece presentar sensaciones 
parestésicas a nivel de la tumoracién. En la 
piel se aprecia el orificio de la puncién explora- 
dora que dié salida a un liquido claro que por 
si establicié el diagnéstico etiolégico. 

El resto de la exploracién demuestra tan 
solo la existencia de unos paquetes hemorroi- 
dales, flujo amarillento abundante y boca en 
malas condiciones, falténdole varias piezas 
dentarias. 

Se practican las reacciones de Casoni y de 
Weinberg con resultado negativo. Velocidad de 
sedimendaci6én globular : 1* hora 3 mm., 24 hora 
6 mm., e indice de Katz 3. Hematies 4.800.000. 
Leucocitos 5.800, con una formula leucocitaria : 
Linfocitos, 28%, Monocitos, 5%, Mielocitos, 
3%, Polinucleares baséfilos, 19%, Polinucleares 
eosinofilos, 1%, Polinucleares en banda, 4%, y 
Polinucleares neutrofilos, 58%. 

A pesar de estos resultados negativos, los 
datos de exploracién y la puncién diagnéstica 
nos inelinan al diagnéstico de quiste hidatidico 
muscular de la pared toracica, por lo que se 
procede a la: 

Intervencién.—Cirujano Dr. Garcia Tornel, 
ayudante Dr. Dargallo, anestesista Dr. Ar- 
qués. Anestesia general. Enfermo en decibito 
lateral derecho. Incisién, siguiendo la diree- 
cién de la séptima ecostilla rebasando un cen- 
timetro por delante y atras de la tumoraci6n. 
Se encuentra ésta implantada en parte en el 
borde anterior del mtsculo dorsal ancho y en 
parte en las digitaciones del serrato lateral, 
contintiandose sin solucién de continuidad las 
fibras musculares con la céseara fibrosa adven- 
ticial, que en este caso es de considerable 
espesor. 

A punta de tijera y procediendo con cuidado 
se logra liberar totalmente la tumoracién 
equinocécica, procediendo al cierre por planos 
de la brecha operatoria. Curso postoperatorio 
normal. 

La pieza operatoria se halla constituida por 
un quiste de tamafo algo inferior a una man- 
darina, con aspecto ovalado y aplanado, como 
una lente biconvexa, cuyas paredes prestaban 
adherencias a los musculos afectos. Al corte 
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(Fig. 2A ), se observan unas paredes esclerosas, 
de un espesor ligeramente superior al medio 
centimetro, dentro de las cuales se encuentra 
una membrana hidatidica, conteniendo cuatro 
membranas hijas vy escasa cantidad de un li- 
quido claro como agua de roca. E] examen de 
Ja arena hidatidica, de las membranas y de la 
adventicia, excepto el grosor de esta, no pre- 
senta datos dignos de mencién. 

Observacién 2.—Se trata de una eulliinin de 
38 afios, casada, natural de Barcelona y sin 
antecedentes familiares y epidemiolégicos de 
interés. Entre los personales debemos destacar : 
Sarampion en la infaneia, Escarlatina, Viruela 
v Gripe en 1918 entre los infecciosos. Menar- 
quia a los 14 afos con dismenorrea y ligera 
ataxia menstrual, presentando un quiste seroso 
en labio mayor desde hace cinco afios, entre los 
propios de su sexo. Desde hace cinco aiios, 
edema en pierna izquierda de etiologia im- 
precisa vy dolores reumatoideos. 

Ingresa en el Servicio de Tisiologia del Dr. 
Rosal el] 15-1-48. Desde hace tres anos, la en- 
ferma presenta un nédulo rodadero del ta- 
mafio de una judia, doloroso a la presién y 
situado en la regién subelavicular izquierda. 
Hace un mes, presenta disnea de esfuerzo, con 
ligera astenia, palpitaciones, algias precordia- 
les, con febricula, siendo reconcida en el 
Dispensario del Dr. Esquerdo, quienes la re- 
miten al Servicio con la sospecha de neoplasia 
pulmonar. 

El 17 Enero 1948 se procede a la extirpaci6n 
del nédulo de la regién mamario, cuyo estudio 
anatomopatolégico da como resultado: ganglio 
linfatico con ligera hiperplasia reticular y 
folicular, sin que se aprecien elementos de 
malignidad. Visto el resultado se practican 
unos analisis cuyos resultados son: Leucocitos 
7.400, econ una férmula: Eosinéfilos 6, Basé- 
filos 0, Mielocitos 0. Formas juveniles 3, Neu- 
tréfilos en banda 2, Neutrdéfilos segmentados 
52. Monocitos 0 y Linfocitos 37. La investiga- 
cin del bacilo de Koch es negativa. Velocidad 
de S.G. 14 hora 2, 24 hora 14. Indice de Katz 
4, 5. La practica de radioscopias y radiografia 
demuestra la existencia de una imagen redon- 
deada de proyeccién parahiliar, pero que co- 
rresponde a regién dorsal muy periférica 
(Fig. 2B). 

Por todos estos datos se establece la duda 
diagnéstiea entre la neoplasia y el quiste hida- 
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Fig. 1 


tidico. Se practica la reaccién de Casoni, de 
resultado dudoso. 

E] 7-I1-48 se practica una puncién pulmonar 
procediéndose al analisis anatomopatolégico. 
El dictamen dice: Se observan abundantes 
hematies, leucocitos, con eseasos linfocitos y 
predominio polinuclear y restos celulares no 
clasificables. Entre dichos elementos algunas 
células atipicas que permiten sospechar la 
naturaleza epitelial de la neoformacién. 

Con el diagnéstico atin dudoso, se procede a 
la intervencién el 16-II-48 Cirujano Dr. T. 
Lorenzo. Anestesia general (hiperpresién). In- 
cisién a nivel de septima costilla angulo pos- 
terior. Tras la reseccién costal se encuentra la 
pleura parcialmente sinfisada. Hecha la in- 
cisibn de la pleura en su porcién libre se 
aprecia por tacto la existencia de una masa 
dura, del tamano de una nuez y que por su 
cara superficial se adhiere a la pared a nivel 
de la octava ecostilla, por lo que se procede a 
la reseecién de seis centimetros de la misma. 


50 
1s — 
| | 
a 
r 
e 
) 
) 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Fig. 2 


Se practica puncién diagnéstica con resultado 
negativo, procediendose a la practica de una 
neumotomia de 2 em, atravesando una pared 
gruesa y cayendo en una cavidad de la que se 
extraen dos membranas hidatidiecas, sin liqui- 
do, y varios restos de membranas hijas. Se 
comprueba la existencia de la vacuidad eavi- 
taria y la presencia de un bronquio de drenage 
amplio. Se procede a la sutura de los diversos 
planos. 

Curso postoperatorio normal. 28-IT-48, 
la radiografia demuestra la persistencia de la 
imagen quistica residual en regi6én parahiliar, 
con una disereta reaccién pleural. Es dada de 
alta el 1-III-48, a los 15 dias de la operacion. 

Revisada al mes, persiste una pequena im- 
agen, pero el 16-1V-48, a los dos meses de la 
intervencién, no se aprecia imagen residual, 
pudiendo considerarse a la enferma como 
recuperada. 

Aproximadamente a los dos anos de la in- 
terveneién aparece a nivel de la herida opera- 


DECEMBER, 1959 


toria una tumoraci6n con los earacteres de los 
quistes secundarios musculares, euyos carac- 
teres y signos fisicos son de mas dificil deter- 
minaci6on, por asentar en una region cicatrizal, 
pero de diagnéstico sumamente facil por los an- 
tecedentes. Es éste el primer caso y tinico de 
recidiva muscular, por siembra en el acto 
operatorio, de una serie de 150 casos de quistes 
hidatidicos pulmonares operados por el Dr. 
Lorenzo en el Servicio del Dr. Rosal en los 
ultimos anos. 

La enferma reingresa el dia 12-I-50 siendo 
intervenida el mismo dia con anestesia local. 
Se procede a la reseccién de la cicatriz y disec- 
cién por planos hallandose la tumoracién in- 
eluida en la masa muscular, asentando en el 
espacio de los interregenerados costales. 

Al diseear, se abre la tumoracién, dando sa- 
lida a una escasa cantidad de liquido puri- 
forme. Se amplia la abertura y se extrae una 
membrana entera con liquido claro en su in- 
terior. Se resecan las paredes laterales de la 
adventicia v se cierra en dos planos, dejando 
sulfamidas en polvo y un pequeno drenage, 
que se retira a las 24 horas. La herida eica- 
triza por primera intencién, dandose de alta a 
la enferma a los ocho dias de la intervencién. 

Estos casos son totalmente dispares, a pesar 
de asentar en regiones vecinas y responder am- 
bas a una misma causa etiolégia, la tenia 
equinococo. Tales discrepancias dependen de 
su comportamiento y asiento primitivo o se- 
cundario a nivel de los misculos. El segundo 
de estos casos, de tipo claramente secundario, 
es interesante por los problemas de diagnés- 
tico diferencial a que dié lugar entre la hida- 
tidosis y la neoplasia pulmonar, y que tan 
sélo pudo ser solucionado por la toracotomia 
exploradora, criterio que debe siempre obser- 
varse frente a toda sospecha fundamentada 
de neoplasia pulmonar. A los dos aos, y como 
caso tinico sobre 150 casos de los Drs. Rosal 
y Lorenzo, se origina una recidiva a nivel de 
la herida operatoria, que indiscutiblemente 
hay que considerarlo como una infestacién, y 
no presentando dudas diagnoésticas. 

En cuanto al primer caso, los problemas 
diagnésticos y la rareza de esta localizacién son 
los que nos han movido a publicarlo. 

Los quistes hidatidicos a nivel de los muscu- 
los pueden presentarse con tamafios muy diver- 
sos, incluso como una eabeza de feto (Lozano), 
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pero en general no suelen tener tamafos su- 
periores a una naranja, cosa que es facil de 
comprender conociendo la anatomia patolégica 
de los quistes. 

En todo quiste deben considerarse dos ele- 
mentos bien distintos: al parasito y el quiste 
adventicial. Del primero con Dévé, Lépez 
Neyra, L. Mario Alonso y otros autores desta- 
caremos que se presenta como una vesicula 
blanea, esférica, de volumen variable, y con- 
teniendo una cantidad proporcional de un li- 
quido ineoloro y limpido, sometido a tensién. 
Esta vesicula membranosa se compone de dos 
capas intimamente unidas, y de las cuales la 
externa esta constituida por laminillas refrin- 
gentes paralelas, “en hojas de libro” y cuya 
naturaleza quitinosa ha sido probada por 
Coutelen. Se acepta por la mayoria que esta 
capa es producto de elaboracién de la interna, 
la cual es una pelicula protoplasmaticamente 
nucleada y rica en glicégeno (Brault y Loe- 
per). Durante mucho tiempo ha venido con- 
siderandose como un sincitio, hasta que Cou- 
telen en 1938 ha demostrado que en realidad 
esta formada por elementos celulares indi- 
vidualizados. 

Es precisamente en esta capa interna donde, 
al fertilizarse el quiste, se desarrollan las cap- 
sulas proligeras, que al desprenderse al menor 
choque, quedan depositadas en el fondo for- 
mando el clasico “barro hidatidico.” Cada eap- 
sula proligera contiene 3-50 escolex, los cuales 
estan provistos de cuatro ventosas y de una 
corona de ganchos. Dévé hace resaltar que la 
hidatide en el hombre, hasta el tamafio de una 
nuez, es estéril, y corresponde al acefaloquiste, 
y a partir de este tamafio los quistes se con- 
vierten en escoliciferos. En los quistes muscu- 
lares por las caracteristicas de la reaccién 
adventicial, se convierten en escoliciferos en 
tamanos mas reducidos, acompanandose de ve- 
siculas hijas con gran frecuencia, como a ex- 
presién de sufrimiento del parasito que se 
defiende de este modo frente a las noxas infec- 
ciosas, téxicas y mecanicas. 

La capsula adventicial o “quiste adventicial” 
de Dévé viene regida en su formacién por un 
triple proceso mecanico, inflamatorio y t6xico. 
Le expansién continua del parasito distiende 
los tejidos, lo cual combinado con la accién 
téxica del parasito y la irritacién que el mismo 
causa como cuerpo extrafo, produce la atrofia 
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de las fibras musculares estriadas, al mismo 
tiempo que los tejidos intersticiales sufren una 
transformacién esclerosa, mas notable en los 
musculos que en otros puntos del organismo 
por su naturaleza mesenquimatosa. Esta re- 
accién esclerosa, llega por su intensidad, a 
obliterar los vasos sanguineos por soldadura 
de la intima debido a su accién compresiva. 
De aqui la caracteristica del quiste adventicial, 
su avascularizacion, que en los quistes de situa- 
cién muscular esté muy destacada. 

La reaccién hiperplasica compensadora de 
la atrofia sehalada por Davaine y estudiada 
mas tarde por Max During, Hanot y Chauf- 
fard en otros organos es muy discreta a nivel 
de los miisculos, los cuales respecto al quiste 
se compor tan como si fuera una cicatriz en 
su masa. 

Debe hacerse resaltar, despues de lo dicho, 
con Dévé, Escudero, Lagos Garcia, la con- 
veniencia de modificar la nomenclatura, reser- 
vando el nombre de quiste a la capsula fibrosa 
que enquista al parasito, ya que como dice Es- 
cudero “la expresién erronea involucra un 
concepto falso: llamar quiste a lo enquistado.” 

Clinicamente las ensenanzas de estos casos 
son de interés para su valoraci6n en el diagnds- 
tico diferencial de las tumoraciones parieto- 
toracicas. Sinembargo, ya indicabamos en otro 
trabajo que tan sélo pensaran en la posibilidad 
de estas localizaciones, el que sea poco clinico, 
pues imaginara rarezas ante lo vulgar y prac- 
tico, y el que haya caido en el error, porque 
no sera facil que lo olvide. 

Los quistes hidatidicos pueden simular todas 
las enfermedades, siendo procesos unas veces 
de diagnéstico muy claro y otras muy dificil, 
al punto que lo corriente es equivocarse. En su 
localizacién muscular toracica primitiva y mas 
rara vez en los secundarios, presentan datos 
comunes a otros varios procesos. Se presentan 
como una tumoracién redondeada, lisa, indo- 
lora, a veces lobulada, que no adhiere a la piel 
ni a planos oseos, aunque en ciertas localiza- 
ciones sea éste un caracter de dificil constata- 
cién. Explorando la regién en relajacién mus- 
cular es facil sefialar la adherencia a planos 
profundos, pero al hacer contraer la muscu- 
latura la tumoracién toma fijeza, dificultan- 
dose dicha averiguacién. 

Por aparecer con pocos o sin dolores y es- 
casas molestias, el quiste suele descubrirse 
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cuando tiene un tamano considerable, recurri- 
endo al médico casi siempre por razones de 
indole estética 0 por cancerofobia. 

Durante tiempo se ha concedido valor diag- 
ndstico al sintoma descrito y estudiado por 
M. Briancon, que por haber sido denominado 
“temblor hidatidico”’ por Piorry se atribuye 
a éste su deseripeién. Pero, segin Davaine, en 
realidad el primero en describirlo fué Blantin, 
quien lo comparé al temblor de una masa de 
gelatina. 

A pesar de las modificaciones exploratorias 
de Rayer, Barrier, Davaine, Viertel, Brun, etc., 
no se han logrado sacar beneficios practicos 
para el diagnéstico. 

El diagnéstico diferencial es dificil, si bien 
los casos secundarios son siempre faciles, ya 
que como sefalan Juaristi y Arraiza “los 
quistes hidatidicos pueden simular todas las 
enfermedades” desde una fiebre eruptiva o 
una urticaria hasta una tabes, y de un pio- 
neumotorax hasta una coxalgia fistulosa.” 

En relacién con el diagnéstico diferencial 
de los quistes hidatidicos musculares de pared 
toracica, conviene recordar la posibilidad de las 
complicaciones infeeciosas de los quistes, y 
dividirlos en no complicados y complicados, 
abiertos o cerrados. Por ello, siguiendo en parte 
a Stern, distinguiremos: 

Afecciones agudas de las paredes toracicas. 
Entre ellas los abscesos y los flemones sub- 
pectorales (Roedelius, 1919), las osteomielitis 
costales, esternal, escapulares, rapidamente 
acompanadas de absceso, solo rara vez tienen 
que tenerse en cuenta en el diagnéstico diferen- 
cial, pues el enfermo suele conocer la presencia 
anterior del quiste y su ulterior evolucién in- 
feeciosa. 

Las afecciones erénicas son en realidad las 
de mayor interes practico. Por ello creemos 
que frente a una tumoraci6n toracica lo pri- 
mero que debe hacerse, como aconseja Duplay, 
es investigar su consistencia para incluirla en- 
tre los tumores gaseosos, liquidos o sdlidos. 

Las tumefacciones gaseosas del tipo de las 
hernias pulmonares (Sauerbruch, Volkmann, 
Genner, ete.) y las hernias toracoabdominales 
(Gehrels y Sauerbruch), salvo en los casos de 
estrangulacién (Koennecke), por lo demas 
excepcionales, no pueden prestarse a confusién 
por las diferencias de clinica tan manifiestas. 
Cuando se trata de una tumoracién sélida, 
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si la consistencia es muy dura debera pen- 
sarse mas bien en un tumor esquelético, que la 
radiografia pondra en evidencia. Pero no 
ocurre lo mismo con los que tienen una cons- 
sistencia relativamente blanda, que se prestan 
a confusién. Los epiteliomas, casi siempre a 
nivel de la mama, son mas duros, menos limi- 
tados y se acompanian de adenopatias casi con- 
tantes. Los liplomas son de un parecido muy 
grande, al punto de que si las reacciones biolé- 
gicas resultan negativas el diagnéstico es im- 
posible cuando se hallan en situaci6n intramus- 
cular. Los quistes sebaceos, por depender de 
la piel, suelen diagnésticarse de visu. Los go- 
mas, por sus antecedentes y por su relativa 
rareza en la actualidad, asi como por la in- 
filtracién muscular vecina y la respuesta al 
tratamiento, Wassermann, ete. 

Los sarcomas de la piel y los osteosarecomas 
se prestan poco a confusién, pero los muscu- 
lares como senala Rodriguez Villegas son difi- 
ciles de diferenciar al principio. Segin Hed- 
blom, de la Clinica Mayo, los tumores mas 
frecuentes en el t6rax, descartando los de la 
glandula mamaria, son precisamente los sar- 
comas, que los encuentra 192 veces sobre 313 
casos recopilados, pero entre ellos el sarcoma 
muscular es el mas raro. El diagnéstico sdélo 
debe establecerse al principio, siendo, como 
sehala Piulachs, el fibrosarcoma muscular, el 
que creciendo a veces lentamente y por brotes, 
se presta a la maxima confusi6n con los quis- 
tes hidatidicos. 

Las hernias musculares, raras a este nivel, 
casi nunea se prestan a confusién, ya que los 
antecedentes suelen ser claros. 

Las tumoraciones liquidas, entre las que 
debe incluirse el quiste hidatidico, si bien por 
el espesor adventicial no se aprecia clara- 
mente la consistencia, son las que mas se pres- 
tan a confusién. 

El linfangioma, aislado o asociado al heman- 
gioma (Denk-Kunz), y en especial su variedad 
quistica de topografia predominantemente 
axilar (13 casos sobre 27, recogidos por Brazis) 
tienen una consistencia blanda que recuerda la 
del lipoma (De Quervain), si bien cuando su 
tamafo es grande, llegan a presentar clara 
fluectuacién. Pero en tales casos la pared dér- 
mica que lo recubre se halla muy adelgazada v 
el tumor aparece traslicido como un hidrocele, 
y en casos no tan adelantados puede deseu- 
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brirse por el transiluminoscopio de Hamilton 
Bailey. 

Los quistes dermoideos de la pared toracica 
son muy raros, siendo pocos los casos deseritos 
(Kleinschmidt, Robertson, ete.), siendo mas 
frecuentes los quistes dermoideos intratoraci- 
cos que invaden la parde toracica. 

Pero el principal diagndéstico diferencial 
debe hacerse con los abscesos frios de pared 
tordcica. Por ello, Hamilton Bailey aconseja, 
despues de confirmar la fluctuacién, pedir al 
paciente que tosa, y por la inspeecién primero 
y la palpacién después, ver si existe impulso. 
Luego por Ja presién de la mano tratar de re- 
ducir el tumor al interior del torax. Ninguna 
de estas caracteristicas las presentan los quis- 
tes hidatidicos musculares, pero si pueden 
presentarlas otros procesos. 

Los abscesos del mal de Pott, fluetuan, no 
pulsan y son dificilmente reductibles, pero la 
eliniea vertebral y la radiologia nos dan el 
diagnéstico. El abseeso frio costal suele no 
acompanarse de impulso a la tos ni es redue- 
tible o lo es en escaso grado, presentandose 
en forma ovoidea y paralelo a los areos costales, 
con un contorno indurado y reblandecimiento 
central. Existe dolor puntiforme en un hueso 
préximo, casi siempre costilla, acompanhandose 
a veees dle absceso en boton de camisa, en cuyo 
caso existe impulsién y es reduetible. Los abs- 
cesos de origen ganglionar a nivel de la axila 
son ya de diagndéstico menos dudoso. Final- 
mente, debemos citar los abscesos por osteitis 
y osteocondritis tifo-paratificas, que como en 
las restantes cuadros antescitados aparece el 
clasico abseeso frio, con una historia fimica o 
tifédica, que en ultima instancia puede solu- 
cionarse por la puncién diagnéstica, si bien en 
relacién con el quiste debe desaconsejarse, por 
sus peligros de tipo anafilactico y por la posi- 
bilidad de complicar el quiste infectandolo. 

Digamos finalmente que los aneurismas aér- 
ticos pueden comportarse como tumores quis- 
ticos toracicos, y debe evitarse su confusién 
no solo con los quistes, sino con otros procesos, 
lo cual suele ser facil por la historia, la auscul- 
tacién de soplo y el hallazgo de estremeci- 
miento, no recurriendo jamas a la puncién 
diagnéstica, que como dice De Quervain po- 
dria ponernos en una situacién desagradable. 


TORNEL Y DARGALLO: HIDATIDOSIS 
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Diagnéstico 


A few seconds’ scrutiny of a frog, in all its perfection, corrects us of that gross 
apathy with which we too often approach the miracle of our fugitive existence. Use 
and wont, combined with the congenital lethargy of our kind, make of all life a 
commonplace thing. Our ordinary minds demand an ordinary world and feel at ease 
only when they have explained and taken for granted the immortal mysteries among 
which we have been given so short a license to breathe. Imagine the state of wonder 
that would possess our spirits had we been suddenly transported to the earth from 
some arid planet undisturbed by the miraculous urge of life. Why, we should exclaim 
as much over a little hip-frog as over a thumb-high whelp of a hippogriff surprised 
under a dock leaf. We should then no longer be blind to the planet’s mysticism latent 
in wood and stone. A sea gull’s feather picked up would shock us into the excitement 
we now should feel at finding the pinion of an errant cherubim. We should stand still 
as a stock to contemplate so slender a quill of air-filled horn which, with its filaments 
of adhering thistledown, can fan the heavy bodies of animals buoyant through the 
air. At every step we took we should be startled afresh. 


We should stand at the sea’s margin only to learn that the summer waves, danc- 
ing like lambs against the congregated beaches, were peopled with legless animals 
silver-plated, and with the gift of flashing motion. The astonishment we should feel 
at seeing a cheap ant would keep us on our knees before the galleried citadels of the 
pismires till nightfall. Could it be possible that insects, scarcely as large as grass 
seeds, are diligently obedient to laws of a civil polity? And a butterfly seen for the 


first time—what spectacle so delicate? 
—-Llewellyn Powys 
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Editorials 


During the past twenty years, I think, I 
have become enough of an American not to be 
too much afraid of doctors. Last year, I even 
had occasion to learn, of my own experience, 
how accomplished they have become in the 
art of making their victim’s lot easy to bear. 
But it is something altogether different that 
fills me with respect. Specialization in almost 
all branches of human endeavors has, to be 
sure, resulted in unprecedented achievements, 
although at the expense of narrowing the indi- 
vidual’s field of vision. Thus, it is hard nowa- 
days to find anybody able to repair properly a 
garment or a piece of furniture, let alone a 
watch. The situation is not much better in the 
professions or even in research, as every grad- 
uate student knows. In medicine, too, consid- 
erable specialization has become unavoidable 
with increasing knowledge; but in this case 
specialization has its natural limits. If some 
part of the human body has gotten out of gear, 
a person with sound knowledge of the whole 
complex organism is needed to put it right ; in a 
complicated case, only such a person can ob- 
tain an adequate understanding of the disturb- 
ing causes. For this reason, a comprehensive 
knowledge of general causal relations is indis- 
pensable to the physician. But there are two 
more requirements for the surgeon; unusual 
reliability of the senses and of the hands, and 
unusual presence of mind. If after opening of 
the body an unexpected situation presents it- 
self, a quick decision has to be made as to what 
to do and what to omit; this is a situation that 
requires a strong personality. And this com- 
mands my deep respect. 

Such an opportunity, as presented to me to- 
day, to address scientists in a field far remote 
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from my own offers itself naturally as an invi- 
tation to touch on epistemological questions of 
a more general character—or to put it differ- 
ently, to venture on the thin ice of philosophy. 

If philosophy is interpreted as the quest for 
the most general and comprehensive know]l- 
edge possible, it obviously becomes the mother 
of all scientific inquiry. But it is Just as true 
that the various branches of science have in 
their turn exercised a strong influence on the 
scientists concerned and, beyond that, have af- 
fected the philosophical thinking of each gen- 
eration. Let us glance from this point of view 
at the development of physies during the last 
hundred years. 

Ever since the Renaissance, physics has en- 
deavored to find the general laws governing the 
behavior of material objects in space and time. 
To consider the existence of these objects as a 
problem was left to philosophy. To the physi- 
cist the celestial bodies, like the objects on 
earth and their chemical particularities, sim- 
ply existed as real objects in space and time, 
and his task consisted solely in abstracting 
these laws from experience by way of hypo- 
thetical generalizations. The laws were sup- 
posed to hold without exception; a law was 
considered invalidated if in a single case any 
one of its properly deduced conclusions was 
disproved by experience. In addition, the laws 
of the real external world were also considered 
complete in the following sense: If the state of 
the objects is completely known at a certain 
time, then their state at any other time is com- 


‘pletely determined by the laws of nature ; this 


is what we mean when we speak of “causality.” 
Such was approximately the framework of 
physical thinking a hundred years ago. 
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As a matter of fact, the framework was even 
more restricted than has been indicated. The 
objects of the external world were considered 
to consist of immutable masspoints acting upon 
each other with well-defined forces externally 
attached to them, and under the influence of 
these forces carrying out incessant motions to 
which, in the last analysis, all observable proc- 
esses could be reduced. 

From a philosophical point of view this con- 
ception of the world is closely related to naive 
realism, since those physicists upon the objects 
in space as directly represented by our sense 
perceptions. The introduction of immutable 
masspoints, however, was a step in the direc- 
tion of a more sophisticated realism ; for it was 
obvious from the beginning that the introduc- 
tion of these atomistic elements was not based 
on direct observation. 

With the Faraday-Maxwell theory of the 
electromagnetic field a further refinement of 
the realistic conception was unavoidable. It be- 
came necessary to ascribe the same irreducible 
reality to the electromagnetic field continually 
distributed in space as was formerly ascribed 
to ponderable matter. But sense experiences 
certainly do not lead inevitably to the field 
concept. There was even a trend to represent 
physical reality entirely by a continuous field 
without introducing masspoints as independ- 
ent entities into the theory. 

Summing up, we may characterize the frame- 
work of physical thinking up to a quarter of a 
century ago as follows: 

There exists a physical reality independent 
of substantiation and perception. It can be 
completely comprehended by a theoretical con- 
struction which describes phenomena in space 
and time, a construction whose justification, 
however, lies in its empirical confirmation. The 
laws of nature are mathematical laws connect- 
ing the mathematically describable elements of 
this construction ; they imply complete causal- 
ity in the sense mentioned before. 

Under the pressure of overwhelming experi- 
mental evidence concerning atomistic phenom- 
ena, almost all of today’s physicists are now 
convineed that this conceptual framework— 
notwithstanding its apparently wide seope— 
cannot be retained. What appears untenable to 
physicists of our time is not only the require- 
ment of complete causality but also the postu- 
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late of a reality which is independent of any 
measurement or observation. 

Let me illustrate what I mean by using light 
as an example. Let a light beam of a certain 
color impinge on a reflecting and transparent 
plate. The beam will be decomposed into one 
transmitted and one reflected beam. Appar- 
ently, the whole process can be completely and 
adequately described by an electromagnetic 
field. This theoretical interpretation not only 
furnishes direction, intensity and polarization 
of both beams, but also, with amazing preci- 
sion, the interference phenomena which are 
produced if subsequently both beams are 
brought to interaction by a suitable device. 

It has been shown, however, that light has an 
atomistic energetic structure or, as it is usually 
put, consists of “photons.” If an elementary 
act of absorption occurs in an object which is 
struck by one of the beams, the amount of 
energy absorbed is independent of the inten- 
sity of the light. We are forced to conclude 
that this phenomenon has nothing to do with 
the fact that several photons are involved; a 
single photon is responsible for the ability of 
the two beams to interfere as well as for the 
absorption of light from one of the beams. 

It is evident that Maxwell’s field theory can- 
not account for this complex of properties of 
the photon. It does not provide us with any 
means of understanding the atomistic charac- 
ter of the absorbed energy of radiation. But if 
one tries to picture the photon as a pointlike 
structure moving in space it must either be 
transmitted or reflected by the plate since its 
energy is indivisible. This interpretation leads 
to two difficulties. Assume that the photon, be- 
fore reaching the plate, is a simple physical 
object characterized by direction, color and 
polarization; what is going to determine 
whether in any single case the photon will be 
transmitted or reflected? The existence of suf- 
ficient reason for such a decision is hard to 
envisage, and it is not easy to believe in the 
existence of such a reason. Second, the inter- 
pretation of the photon as a pointlike struc- 
ture does not admit of an explanation for the 
interference phenomena, which are produced 
only if both parts of the beam interact. 

In this exigency the physicists have chosen 
the following expedient. The wave description 
of light is retained. The wave field, however, 
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does not represent a real field whose energy is 
distributed through space, but only a mathe- 
matical construction with the following physi- 
eal significance : the intensity of the wave field 
in a given region is a measure for the proba- 
bility that the photon is localized there. This 


probability is all than can be tested experi-. 


mentally, i.e., by absorption devices. 

It has turned out that by replacing the field 
in the sense of the original field theory by a 
probability field a method has been obtained 
that is by no means restricted to the theory of 
light, but furnishes also, mutatis mutandis, a 
most useful theory of the behavior of pondera- 
ble matter. The price which had to be paid for 
the extraordinary success of the theory has 
been twofold; the requirement of causality— 
which anyhow cannot be tested in the atomistic 
domain—had to be given up, and the endeavor 
to describe the reality of physical objects in 
space and time had to be abandoned. In its 
place an indirect description is used, from 
which the probability of the results of any 
conceivable measurement can be computed. 

So much for some of the fundamental ideas 
of physics as they have developed during the 
course of the last century. Let us try to realize 
what has been the effect of this development on 
biologists, or rather, on their philosophical at- 
titude as far as it is essential to the objective 
of their research. Physics, is, of course, under- 
stood here in its widest sense ; that is to say, it 
ineludes all sciences dealing with inorganic 
nature. 

Let us recall in this connection the fertiliz- 
ing influence of the concepts of Newton’s celes- 
tial mechanics on the development of physics. 
Newton demonstrated how to understand plan- 
etary motion by applying in a suitable way the 
concepts mass, acceleration, and force, regard- 
ing the latter as dependent on the configuration 
of the masses. These concepts seemed so nat- 
ural, even necessary, that one expected them 
with complete confider ce to furnish the key to 
the understanding of all processes in inorganic 
nature. Based on these concepts, a mechanics 
of continuous media was next developed, 
wherein the concept of force was extended by 
the introduction of stresses. In order to com- 
plete the theory, though, the thermal concepts 
temperature and heat had to be introduced. 
Although the question whether or not these 
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concepts are reducible to mechanical ones re- 
mained undecided for a long time, it was fi- 
nally answered in the affirmative by the devel- 
opment of the kinetic theory of gases and, 
more generally, of statistical mechanics. 

Just as physics could develop as the younger 
sister of celestial mechanics, so did biology de- 
velop as the younger sister of physics. A hun- 
dred years ago there was hardly any doubt in 
the minds of the natural scientists that the 
mechanistic basis of physics was established for 
all time. Inorganic processes appeared com- 
parable to a sort of clockwork whose consti- 
tuent elements seemed to be completely known, 
even though the complexity of their interaction 
did not yet permit a detailed analysis. But it 
seemed beyond doubt that untiring experi- 
mental and theoretical efforts would lead step 
by step to an ever-increasing understanding of 
all processes. Since these fundamental laws 
seemed well established, it was inconceivable 
that they should fail in the organic field. It 
seems to me that the unqualified confidence in 
the foundations of physies during the nine- 
teenth century was essential to the develop- 
ment of biology, together with the technical 
tools and methods which resulted to a great 
extent from physical research. For no one 
plunges into an undertaking of such dimen- 
sions without being confident of eventual suc- 
cess. 

Fortunately, biology today does not have to 
look to the foundations of physies in order to 
find confidence in the eventual solution of its 
deeper problems. Fortunately—since we now 
know that confidence in those mechanistic 
foundations rested on illusion, and the older 
sister, in spite of amazing results in details, is 
no longer so sure of comprehending the essence 
of natural phenomena. This is noticeable in the 
fact that she takes such pains to philosophize 
about her job, an attitude she would have 
scorned a hundred years ago. 

Under the impression of the profound 
changes that scientific thinking has experi- 
enced since Galileo, the question arises is there 
nothing at all that has remained stable in all 
this change? As a matter of fact, one easily 
recognizes certain principal features to which 
science has firmly adhered ever since those 
times: 

First, thinking alone can never lead to any 
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knowledge of external objects. Sense percep- 
tion is the beginning of all research, and the 
truth of theoretical thought is arrived at ex- 
clusively by its relation to the sum total of 
those experiences. 

Second, all elementary concepts are reduci- 
ble to space-time concepts. Only such concepts 
occur in the “laws of nature” ; in this sense all 
scientific thought is “geometric.” A law of na- 
ture is expected to hold true without excep- 
tions ; it is given up as soon as one is convinced 
that one of its conclusions is incompatible with 
a single fact which has been proved by experi- 
mental investigation. 

Third, the spatio-temporal laws are com- 
plete. This means that there is not a single law 
of nature which, in principle, could not be 
reduced to a law within the domain of space- 
time concepts. This principle implies, for in- 
stance, the conviction that psychic entities and 
relations can be reduced in the last analysis to 
processes of a physical and chemical nature 
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within the nervous system. According to this 
principle there are no nonphysical elements in 
the causal system of the processes of nature ; in 
this sense, there is no room for “free will” 
within the framework of scientific thought, nor 
for an escape into what has been called “vital- 
ism.” 

Just one more remark in this connection. 
Even though modern quantum theory contains 
a weakening of the concept of causality, it does 
not open a back-door to the advocates of free 
will, as is already evident from the following 
consideration; the processes determining the 
organic phenomena are irreversible in the 
sense of thermodynamics and of such a kind as 
to eliminate the statistical element ascribed to 
molecular processes. 

Will this credo survive forever? It seems to 
me a smile is the best answer. 


From an address before the Fifteenth Annual Assembly 
of the United States Chapter, International College of 
Surgeons, Cleveland, November 1950. 


Though we think so much of our body, it is in reality a small part of us. Before 


birth we get together our tools, in life we use them, and thus fashion our true life 
which consists not in our tools and tool-box but in the work we have done with our 
tools. It is Handel’s work, not the body with which he did the work, that pulls us 
half over London. There is not an action of a muscle in a horse’s leg upon a win- 
ter’s night as it drags a carriage to the Albert Hall but is in connection with, and part 
outcome of, the force generated when Handel sat in his room at Gopsall and wrote 
the Messiah. Think of all the forces which that force has controlled, and think, also, 
how small was the amount of molecular disturbance from which it proceeded. It is 
as though we saw a conflagration which a spark had kindled. This is the true Handel, 
who is a more living power among us one hundred and twenty-two years after his 
death than during the time he was amongst us in the body. 


—Samuel Butler 
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The Importance of International Cooperation in 
Surgery 


DR. ELMER L. HENDERSON, F.A.C:S., F.I.C.S. (Hon.) 


We are at the halfway mark of the twentieth 
century, and the advancements made by medi- 
eal science during the last fifty years are 
convincing proof of what can be done when 
competent researchers are able to work with 
freedom, facilities and funds. 

Never in recorded medical history have 
there been so many inspiring discoveries. 

While fundamental discoveries have been 
made by researchers in many nations, the prac- 
tical application of these discoveries, especially 
during the last two decades, has been effected 
particularly in the United States. Formerly 
other countries were regarded highly for their 
research discoveries and the utilization thereof, 
but war and the suppression of personal free- 
dom, among other factors, have intervened, 
so that today researchers from all over the 
world look expectantly toward the Western 
Hemisphere for the results of scientific explor- 
ation. The research being undertaken else- 
where in the world, however, should not be 
underestimated and should be encouraged in 
every possible way. 

There has been conspicuous and cheering 
progress in many fields, and we in the United 
States are fortunate! Drugs and operations 
alone provide endless material for stories of 
the forward march of the medical researchers. 
Insulin, vitamins, the sulfa drugs and peni- 
cillin are only a few of the outstanding diseov- 
eries in the drug field since the turn of the 
century. Operations formerly undreamed of 
are now everyday occurrences. Isotopes and 
betatrons have become part of the medical 
language. Ideas, now only in the stage of 
laboratory development, are in some instances 
truly startling. Entirely new approaches to ill- 
nesses have been conceived. 

One of the infrequently overlooked aspects 
of these modern medical miracles is the recent- 
ness of many discoveries and the speed with 
which these discoveries were put into practical 
use. Insulin sounds like an old name, but the 
discovery was made in the early twenties. The 
sulfa drugs have been in general use only two 


or three years more than a decade. The wide- 
spread use of penicillin is less than ten years 
old. Only a comparatively short time ago these 
and other drugs were, at best, research dreams. 
Yet today they are available in almost incon- 
ceivable amounts and have changed completely 
the control of many diseases. Some diseases 
have almost been eradicated; at least they do 
not constitute serious health hazards. Other 
diseases are being brought under control at 
such frequent intervals that many persons 
have not grasped the enormity of these medi- 
cal achievements and accept the advances as 
commonplace. 

And yet, with all the rapid progress in 
medicine, the transmission and dissemination 
of our vast store of vital medical knowledge is 
far too antiquated and haphazard. 

The “know-how” possessed by doctors in the 
United States should be made readily available 
to all nations. The printed word alone is not 
enough. For years now, it has been a blind 
struggle for doctors in the far corners of the 
world to keep abreast with medical develop- 
ments, especially in the field of surgery, as 
they occur at an ever-increasing pace. 

There is a great need for full cooperation 
with doctors of other lands; not with surgeons 
alone, but with doctors generally. To share 
our knowledge and learning with doctors of 
all lands will bring hope from despair, achieve- 
ment from frustration, and a humane civiliza- 
tion from the old jungle of laissez faire policies. 

The time has come—in fact, it is long past 
due—for international organizations to co- 
operate fully; to coordinate their efforts so 
that they may obtain maximal benefits from 
their endeavors to aid humanity, especially 
children. To achieve such cooperation we, as 
American doctors, must fight relentlessly to 
keep politics out of medical research. Personal 
political inclinations should not be important 
in research laboratories if the latter are to be 
kept free of political domination. 

In some countries it is possible to search 
successfully for answers to health problems, 
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but in other countries research is constantly 
hampered by various influences; time after 
time, lack of understanding and selfish inter- 
ests have interfered with the efforts of re- 
searchers to seek new treatments or explore 
new paths leading to new treatments. In some 
instances research has been hampered by gov- 
ernment decree. 

In the United States today it is still possible 
to engage in research without political interfer- 
ence, although from time to time there are 
attempts to introduce measures which would 
remove, in time, all barriers to the political 
control of research and researchers. 

Because of our present freedom physicians 
learn almost daily, it seems, of new treatments, 
and patients receive the benefits of these medi- 
cal advances as soon as their value is estab- 
lished. Researchers from all over the world are 
therefore seeking opportunities to work in the 
laboratories and elinies in this country, so 
that they may learn the latest treatments and 
the newest surgical technics, and observe the 
latest methods of research. Fortunately these 
observers are being welcomed in increasing 
numbers, and we should extend them our heart- 
felt cooperation. They are invaluable as aids 
in the dissemination of information on health, 
which can be of tremendous importance in the 
establishment of world peace. 

Improved health, as we all know, enhances 
standards of living, promotes economic pros- 
perity, and contributes to our total objective, 
which is peace. The fundamental freedoms can 
be realized only when people are healthy and 
well nourished. While the responsibility of 
health within its own borders is primarily the 
concern of each nation, the success of all can be 
greatly enhanced by international teamwork. 
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The International College of Surgeons, for 
example, can contribute a great deal toward 
promoting higher standards of health through- 
out the world. Through the World Health Or- 
ganization and the World Medical Associa- 
tion, nearly every nation is looking to us for 
“health statesmanship” of the highest order. 
We must not fail. 

As former Surgeon General Parran of the 
Public Health Service has said, “While the 
overall problem of international teamwork for 
peace seems difficult at the moment, I am con- 
vineed that there are parts of the whole which 
can be separated and analyzed and for which 
sound bases of agreement can be found. Health 
is one such part. While in the final analysis, 
the problem of peace, like that of war, is in- 
divisible, we are supported by mankind’s com- 
mon aspiration for health. Health brings unity. 
When one nation has more of it, nothing is 
taken away from any other nation.” How right 
Dr. Parran is! Sick and starving people do not 
and cannot make the peace or keep the peace. 
It is not to be expected. 

The possible contributions to international 
understanding and contentment that can be 
made by medical and allied researchers are 
too important at this time to be ignored. The 
future looks even more promising if we meet 
all our responsibilities as clinicians, surgeons, 
teachers, researchers and citizens. This will 
require ceaseless efforts as individuals and as 
members of scientific organizations, such as the 


International College of Surgeons. We must 
spearhead new and expanded spheres of co- 
operative action. This is a task to challenge our 
imagination and tax our utmost wisdom, but it 
is a task we should approach with confidence 
and determination. 


If cities were built by the sound of music, then some edifices would appear to be 
constructed by grave, solemn tones—others to have danced forth to light, fantastic airs. 


—Nathaniel Hawthorne 
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New Horizons 
By the Editor 


Of late, as any attentive newspaper reader 
must have observed, there has appeared a 
whimsical custom of dressing kindergarten 
“graduates” in miniature academic gowns and 
mortar boards and giving them miniature 
diplomas. This brings to mind certain children 
of a larger mould, who wear the habiliments 
of scholarship with better title, perhaps, but 
with far less grace; children of forty and up- 
ward, the sum of whose years is not matched 
by their maturity. 

One wonders on what shaky foundations a 
man’s prestige must be built if he thinks it 
threatened by another man’s achievements. 
This is a strictly nine-year-old reaction. Yet 
no man who has reached the level of adult ac- 
complishment in any field, emphatically inelud- 
ing surgery, can fail to conclude that it is still 
the ruling spirit of many men’s lives. 

On what other possible basis can a man with 
a worthy record, skilled and successful in his 
work and with an unimpeachable record as to 
ethics, be denied admission to an organized 
group of his colleagues? On what other basis 
can his research, his discoveries and his refine- 
ments of surgical technic be slurred over in 
discussion, neglected in reference, and at- 
tacked by significant silenee—even, in all too 
many instances, by those who do not scruple 
to adopt them? 

This is, of course, a very, very old story. 
In former centuries the pioneers of medicine 
and surgery were persecuted openly, at least ; 
today the persecution is of a subtler kind, and 
the hangman’s loop has been replaced by the 
loophole—that convenient and evasive device 
inherent in law, and no less in the by-laws that 
regulate organizations. There is always a way 
to eliminate candidates deftly. Indeed, this 
has been brought to a pitch of perfection that 
rivals fine art. ‘The organization’s defense, 
when defense becomes advisable to maintain 
prestige, is along the lines laid out by the man 
who beat his wife and threw her downstairs; 
there was nothing personal in the matter at 
all—so they say. 


Children in Academic Gowns 


There are many surgeons of proved merit 
and sound reputation who cannot gain en- 
trance into groups in which they are actually 
needed. This is the crux of the matter—they 
are needed. From the personal point of view 
such little distinctions, though pleasant, can 
be dispensed with. But the state of the world 
today is such that every measurable talent in 
every field should be utilized to the limits of 
its power ; and nobody ean deny that organiza- 
tion is powerful. Cooperative effort makes pos- 
sible a far wider range of dissemination of 
knowledge than can be attained by the indi- 
vidual worker, whatever his strength. The 
existence of professional organizations is based 
on this knowledge. Is it not the height of ab- 
surdity that a working group should deprive 
itself of a part of its natural energy? 

Clearly, it is; and just as clearly the true 
motivation shows through. Most of us have 
been children, and we ean remember; most of 
us have been parents, and we have observed. 
We know the ruling principles of “the crowd” ; 
we recognize the fear of usurpation; and we 
know, too, that this fear is strongest in those 
who have least to usurp. The honest, mature- 
minded worker welcomes his kind. To the end 
of his life he is a student as well as a practi- 
tioner. He knows that knowledge is useful 
wherever one finds it. He is willing to learn 
from anyone, anywhere, at any time of his life 
and on any pinnacle of distinction he may 
have attained. He is willing to work side by 
side with any colleague whose work commands 
his respect. With him, prestige is a side issue ; 
knowledge comes first. Having built his career 
on a firm foundation of conscience and pro- 
fessional skill, he knows full well that if he 
lost all prestige tomorrow he would have it 
back next week; for the kind he has is sturdy 
and will wear. 

On the other hand, prestige maintained by 
the sacrifice of adult dignity and ordinary 
common sense is a pretty shoddy article at 
best. Professional organizations would make 
a far better appearance without it. 
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Chapter News 


Cleveland Assembly: Dr. Arnold Jackson, Secre- 
tary of the United States Chapter, reports that the 
Fifteenth Annual Assembly of the Chapter, held 
in Cleveland October 31 to November 3 inclusive, 
was an even greater success than had been an- 
ticipated. There was a record attendance of more 
than 2,600. Attendance at all scientific sessions was 
also outstanding. The eighty-six speakers pre- 
sented scientific papers that were clearly inte- 
grated, immensely practical and of real and im- 
mediate value to the listeners. 

One of the high points of audience interest was 
reached in the panel discussion on the problems of 
thyroid surgery, in which an all-star cast, including 
Drs. Richard Cattell, George Crile, Allen Graham, 
T. C. Davison, Gordon Fahrni, Elmer Bartels, 
Lindon Seed, John Lundy and Robert Bartlett 
participated. Questions from the audience pro- 
voked highly interesting and sometimes contro- 
versial discussions among the speakers, who en- 
tered into the spirit of the occasion in true “quiz” 
fashion, 

Dr. Claude Beck’s presentation of his experi- 
mental work, illustrated by a motion picture of his 
formation of a new coronary artery, received a 
genuine ovation. Dr. Beck’s presentation was 
brought to a climax by his introduction of the 
patient, a physician, on whom the operation was 
performed. The patient, now fully recovered, has 
resumed his practice. 

Another motion picture and discussion that 
created great interest was Dr. Max Thorek’s “Im- 
pending Death Under Anesthesia.” This picture 
was truly dramatic, showing as it did the return 
to life of a young woman, with gradual recovery 
from paralysis of the extremities following tem- 
porary but severe cerebral damage. 

Color television proved popular, and many 
hundreds were in almost constant attendance at 
this feature. The College is truly indebted to the 
Sisters of St. Vineent’s Hospital; to the staff of 
this hospital, especially its chief, Dr. Herbert B. 
Wright; to the Chairman of the Television Com- 
mittee, Dr. Thomas S. Gerspacher; and to Mr. 
Lewis Lang, who made possible the television pro- 
gram through the courtesy of the Smith, Kline and 
French Laboratories. 

The banquet, under the able direction of Dr. 
Chester W. Trowbridge, was a delightful occasion, 
and the Convocation was truly an impressive 
spectacle. The Presidential Address by Dr. Custis 
Lee Hall emphasized the basic ideals and purposes 
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of the International College of Surgeons and also 
was a most encouraging report of progress toward 
their realization. Dr. Hall spoke of the official 
approval of the Surgeon General of the United 
States Navy, Admiral Clifford H. Swanson, of the 
certification of the International Board of Sur- 
gery, and of the establishment of a Conference 
Committee, headed by Dr. William Carpenter Me- 
Carty, to examine the qualifications of older sur- 
geons and arrange for their certification when 
justified. He spoke warmly of the world-wide in- 
crease in membership and the organization of 
new chapters and sections. 

The establishment of Junior Fellowship in the 
College, said Dr. Hall, has proved even more 
worthwhile than had been anticipated, for which 
particular gratitude is due to Dr. William B. Hob- 
bins of Chicago as chairman of the group. 

“We have at this time,” said Dr. Hall, “one 
hundred and seventeen Regents and Vice-Regents, 
all carefully selected, who have been doing excel- 
lent work in their own states to stimulate interest 
in the College and in the certification of new 
members.” A number of important and _ highly 
successful recent regional assemblies were men- 
tioned as evidence of the lively enthusiasm that 
prevails throughout the organization. 

Plans for the establishment of an office in New 
York and for expansion of College facilities in 
Chicago by the purchase of the new buildings were 
outlined. Publication of the Journal of the Interna- 
tional College of Surgeons on a monthly basis has 
resulted in a great quickening of professional in- 
terest not only here but abroad, as is shown by the 
fact that requests for reprints of published articles 
are pouring in from all quarters of the globe. 
“With your continued cooperation and determina- 
tion to foster the ideals of the College,” concluded 
Dr. Hall, “we shall surely establish ourselves as 
one of the greatest surgical organizations in the 
free world of today.” 

Another memorable feature of the Assembly was 
the awarding of an Honorary Fellowship to Prof. 
Albert Einstein, Professor of Physies at Princeton 
University. The text of Prof. Einstein’s address 
appears in this issue as an editorial, as does that 
of Dr. Elmer L. Henderson, President of the Amer- 
ican Medical Association and the World Medical 


Association. 


1951 Annual Assembly: The Sixteenth Annual 
Assembly, to be held at the Palmer House in Chi- 
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cago September 11 to 14 inclusive, 1951, is but 
nine months away. Reservations are already being 
made. 

The central location is expected to bring out 
still another record attendance. With the assistance 
of Chicago’s great medical schools and hospitals it 
should be possible to present an extremely valu- 
able scientific program. This meeting will be con- 
ducted under the guidance of the newly elected 
President of the College, Dr. Henry W. Meyerding 
of Rochester, Minnesota. Dr. Jackson will again 
serve as Program Chairman. Suggestions as to 
the type of program desired and the names of out- 
standing speakers will be welcomed and should be 
addressed to Dr. Arnold Jackson, Secretary of the 
United States Chapter, International College of 
Surgeons, 1516 Lake Shore Drive, Chicago 10, 
Illinois. 

There will be space for twenty-five scientific 
exhibits. Those desiring to present exhibits are 
requested to send in their descriptions promptly, 
as several requests for space are already on file. 


Southern California Section: The Fourth Quar- 
terly Meeting of the Southern California Section 
of the United States Chapter was held in the 
Rainbow Room, Hotel Mayfair, Los Angeles, on 
December 6. Dr. James J. Morrow presided as 
chairman. The scientific program, a symposium on 
tumors of the breast, included the following pres- 
entations: 

World-Wide Review of End Results in the 
Treatment of Breast Cancer, by Dr. Charles C. 
Benz, Associate Radiologist at Hollywood Pres- 
byterian Hospital and Consulting Radiologist at 
San Fernando Veterans Hospital. 

Newer Aspects of Pathology in Relationship to 
Cancer of the Breast, by Dr. Reuben Straus, Pa- 
tholgist, St. Joseph Hospital. 

Surgical Procedure in Tumors of the Breast, by 
Dr. Donald E. Ross, Surgeon to Queen of Angels 
Hospital. 

The program was supplemented by a business 
meeting and by election of officers for the forth- 
coming year. 


MEXICAN CHAPTER 


The following members of the Mexican Chapter 
have been made Correspondents of the Founda- 
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tion Mario Donati: Prof. Dr. Francisco Fonseca, 
F.1.C.S. (Hon.), Dr. Xavier Romo Diez, F.I.C.S. 

The Ninth National Assembly of Surgeons was 
held in Mexico City from November 19 to 25 in- 
clusive, with headquarters at the Hospital Judrez. 
Prof. Dr. Mariano Vazquez, F.I.C.S., represented 
the Mexican Academy of Surgery; Prof. Dr. Jestis 
N. Noyola represented the Civil Hospital of San 
Luis Potosi, and Prof. Dr. Ramén Osorio y Car- 
vajal represented the Southeastern Society of 
Gynecology and Obstetrics. 

Guests of honor included Drs. Max Thorek and 
James T. Case of Chicago and Dr. Henry Kessler 
of Newark, New Jersey, all officers of the Inter- 
national College of Surgeons. 


VENEZUELAN CHAPTER 


The following members of the Venezuelan Chap- 
ter were recently elected officers of the Venezuelan 
Society of Surgery: Dr. Pedro Blanco GAsperi, 
F.1.C.S., President, Dr. Alfredo Borjas, F.I.C.S., 
Vice-President, Dr. Ricardo Baquero Gonzélez, 
F.I.C.S., Secretary-General. 


HAITIAN CHAPTER 


The first meeting of the Haitian Chapter of the 
International College of Surgeons, under the Pres- 
idency of Dr. Constant Pierre-Louis, is scheduled 
to take place in Port-au-Prince on Dee. 22, 1950. 

The following papers will be presented: 

Interilio-abdominal Disarticulation, by Dr. A. 
Miot, Chief of Orthopedic Department, Hépital 
Universitaire and Professor of Surgery, Faculté 
de Médécin, Port-au-Prince. 

Surgical Treatment of Chronic Lymphrangitis 
of the Lower Extremities, by Dr. Constant Pierre- 
Louis, Chief of Urologic Department, Hépital Uni- 
versitaire, Professor of Surgical Pathology, Faculté 
de Médécin, Port-au-Prince. 

Salivary Lithiasis, Dr. C. Hollant, Surgeon, 
Hospital Universitaire, Port-au-Prince. 

The Haitian Chapter has elected Dr. Paul Salo- 
mon, Professor Emeritus of Surgery, Faculté de 
Médécin, to Honorary Fellowship in the Haitian 
Chapter in appreciation of his many contributions 
to surgery in Haiti and for his extraordinary work 
in the training of young surgeons for many years. 
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New 


Books 


A Textbook of X-Ray Diagnosis. By British 
authors, edited by S. Cochrane Shanks and Peter 
Kerley. Philadelphia and London: W. B. Saun- 
ders Company, 1950. 2d ed., vol. 4. Pp. 592, with 
553 illustrations. 

The fourth volume of this tremendous work is as 
clearly presented and, of course, as lavishly illus- 
trated as its predecessors. In a work on roentgen 
technic, fine illustrations are a sine qua non, and 
certainly there is nothing to complain of here. 

Volume 4 is devoted entirely to study of the 
bones, joints and soft tissues. Opening with a dis- 
cussion of normal bones and joints and an able 
persentation of the basic facts of osseous pathol- 
ogy, it deals in succession with congenital osseous 
and articular deformities, traumatic lesions, inflam- 
matory osseous and articular disease, static and 
partlytic lesions, constitutional ailments, and tu- 
mors and cysts. Discussion of the soft tissues 
centers around calcification and ossification. The 
final section is devoted to the localization of foreign 
bodies by roentgenologie means. 

No part of the presentation is without its ac- 
companying pictorial examples, which contributes 
beyond measure to the clarity of the work as a 
whole. Not only the osteologist and the orthopedist 
but surgeons in general will find here much ma- 
terial suited to their needs. 


Physiology of Heat Regulation and the Science 
of Clothing. Edited by L. H. Newburgh. Philadel- 
phia and London: W. B. Saunders Company, 
1949. Pp. 457, with 77 illustrations. 

Dr. Newburgh, professor of clinical investigation 
at the medical school of the University of Michi- 
gan, prepared this book at the request of the Divi- 
sion of Medical Sciences, National Research Coun- 
cil. There are fifteen contributors. 

The primary purpose of the work is to supply 
the military services with greatly needed informa- 
tion as to the means of overcoming climatic hazards 
in time of war. Needless to say, however, the book 
contains a wealth of material of great interest to 
all physicians and surgeons, whether military or 
civilian. Authoritatively written and scientifically 
substantiated, it covers the subject well, describing 
“the responses of the heat regulatory mechanism to 
the whole range of climatic conditions encountered 
on the earth’s surface.” There are two main divi- 
sions, the first dealing with human response to cli- 
matie environment and the second with clothing as 
a thermal barrier. 

The results of research are presented graphically 
and in well organized tabulations, and the book’s 
format is of a kind to facilitate its use. 


Principles and Practice of Plastic Surgery. By 
Arthur Joseph Barsky. Baltimore: The Williams 
& Wilkins Company, 1950. Pp. 500, with 1,029 
illustrations. 

The title of this work is indicative of its nature; 
the first six chapters are devoted to principles and 
the rest to practice. In the opening sections, begin- 
ning with general considerations, Dr. Barsky pro- 
ceeds to discuss in a comprehensive manner the 
rationale of skin grafting, flaps and tube pedicles, 
the transplantation of tissues other than skin, and 
the treatment of wounds, burns, frostbite, scars and 
keloid growths. Each chapter is strikingly and lav- 
ishly illustrated. 

The major portion of the book is technical, ex- 
plaining in detail the operative procedures applic- 
able to various parts of the body. This is followed 
by an excellent chapter on prosthesis and prosthetic 
devices. 

The importance of good illustrations in a work of 
this type can hardly be overestimated. Dr. Barsky 
has spared no pains to supply them. There is a 
two-page color insert at the beginning of the book, 
depicting the process of cutting the free skin graft 
with a knife and suction box. The body of the 
volume is illustrated with photographs and line 
drawings of the first quality. 


Techniques in British Surgery. Edited by Rod- 
ney Maingot. London and Philadelphia: W. B. 
Saunders Company, 1950. Pp. 691. 

This is a well written and timely volume. As the 
title implies, the contributors are British surgeons, 
but use of the technics described is by no means 
limited to Britain. As a reference source for those 
interested in general surgery, the compendium 
should provide a satisfactory aid. 

The organization of the material is good, although 
perhaps too much space is given to orthopedics. 
Two sections, those dealing with the surgical treat- 
ment of primary tuberculosis and with acute in- 
fections of the hand, deserve special mention, al- 
though the latter is rather brief. 


Surgery of the Eye: Injuries. By Alston Calla- 
han. Springfield, Iil.: Charles C Thomas, Pub- 
lisher, 1950. Pp. 217, with 333 illustrations and 
21 color plates. 

This beautifully illustrated text on the surgical 
treatment of injuries of the eye and its adnexa is 
presented succinctly, the work being divided into 
the usual anatomic sections. The extensive expe- 
rience of the author in an Army ophthalmic center 
during the war, as well as that obtained subse- 
quently in civilian and industrial practice, places 
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him in an authoritative position in the field. 

In spite of the compactness of the volume, the 
surgical principles are covered with remarkable 
thoroughness. To help in visualizing the procedures 
the author presents, whenever possible, preoperative 
photographs and photographs of the end results, 
together with some excellent surgical drawings. 
The operative methods described are those which 
in the author’s experience have proved their value 
by superior results. 

Dr. Callahan is to be congratulated on the publi- 
cation of this excellent text, which can be recom- 
mended most heartily to all ophthalmic and plastic 
surgeons. 


The Eye and Its Diseases. Edited by Conrad 
Berens. Philadelphia and London: W. B. Saun- 
ders Company, 1949. Pp. 1,092, with 436 illustra- 
tions, 8 in color. 2d. ed. 

The second edition of this massive work, appear- 
ing thirteen years after its initial appearance, 
profits greatly in the quality of its content by the 
addition of material made available by recent dis- 
coveries in both pharmacology and surgical tech- 
nic. 

Ninety-two authorities on ophthalmic surgery, 
representing a great body of international surgical 
knowledge, have contributed to the work. In spite 
of the highly specialized nature of the project, 
both the student and the general practitioner have 
been kept in mind throughout, and the book 
planned in such a way as to enable any physician 
or surgeon to use it. It is recommended also for use 
by several other specialties, particularly neurology, 
rhinology and pediatrics. 

New sections have been added on illumination, 
physiologic chemistry and gonioscopy. All retained 
former material has been thoroughly revised and 
brought up to date. 

The illustrations, which are of very fine quality, 
are adequate, though not lavish. The cross indexing 
is superb. 


Postgraduate Lectures on Orthopedic Diagnosis 
and Indications. By Arthur Steindler. Springfield, 
Ill.: Charles C Thomas, Publisher, 1950. Vol. 1. 
Pp. 290, with 290 illustrations. 

These fine lectures, based on more than thirty 
years of academic and clinical experience, make in- 
tensely interesting reading. They are scholarly in 
tone and lucid in presentation. Technical descrip- 
tions are not given, since, in Dr. Steindler’s opinion, 
they are out of place in a work addressed chiefly to 
the student, who “has not yet arrived at the point 
where he can make his decision on a specific thera- 
peutic measure.” 

Although the material included is an integral 
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part of the science of orthopedic surgery, Dr. 
Steindler prefers to handle it from the propedeutic 
point of view. He emphasizes the fact that “no 
high wall” separates many chronic orthopedic con- 
ditions from the normal and points out that “every- 
thing depends on recognizing pathologie conditions 
at their very incipiency.” 

The number of illustrations equals the number 
of text pages, and the standard of illustration is 
high indeed. Dr. Steindler presents photograph 
after photograph of congenital deformities, both 
mild and severe, explaining each in a flowing, read- 
able style that cannot be too highly praised. 

This volume will be followed by three others. 
Volume 2 will deal with paralytic and static disabili- 
ties; Volume 3, with tuberculosis of the skeletal 
system and osteomyelitis, and Volume 4 with (a) 
arthritis and diseases of muscles, bursae, tendons 
and fasciae and (b) deficiency and degenerative 
diseases of the locomotor system. 


Cerebral Palsy. By John F. Pohl. St. Paul, 
Minn.: Bruce Publishing Co., 1950. Pp. 224. 

This highly recommendable book is based upon 
the author’s experience at the Michael Dowling 
School for Crippled Children. It is written in re- 
freshingly exacting, precise and clear language, 
and covers the entire clinical problem: symptoma- 
tology, diagnosis and treatment of the main forms 
of cerebral palsies. 

The greater part of the book is dedicated to a 
detailed and very instructive description of the 
different kinds of educational treatment, relaxa- 
tion, neuromuscular training, occupational therapy 
and speech training. 

The 131 figures, most of them excellent photo- 
graphs, are very helpful in illustrating the text. 
Looking at them makes one understand that teach- 
ing and training these unfortunate children is a 
long-lasting, arduous, painstaking and exacting, 
but often gratifying job. 


Practical Neurological Diagnosis. By R. Glen 
Spurling. Fourth Edition, 268 pp. Springfield, 
Ill.: Charles C Thomas, Publisher, 1950. 4th ed., 
pp. 268. 

This book is what it promises to be: a simple 
account of the principles of neurologic diagnosis 
for students and practitioners who desire to become 
more proficient in the early recognition of neuro- 
logic disorders. Special consideration is given to the 
problems of neurosurgery. 

The well organized and clearly written text is 
supported by 100 excellent diagrams and photo- 
graphs. Unusual care is given to a reliable index. 
In the fourth edition the chapter on the cerebellum 
has been completely rewritten, and a section on the 


thalamus has been added. For the next edition we 
ean surely hope for angiographic pictures in the 
chapter concerning roentgenologie diagnosis. 


L’Economia Umana, Milan, Italy. January-Feb- 
ruary issue, 1950. 

This fine bimonthly journal is a publication dedi- 
cated to socio-economic problems as they concern 
medicine and surgery. In this issue is an article 
on Virusus by Wendell M. Staley, Nobel prize 
winner. 

A second article, by Prof. C. Angeleri of the 
faculty of the University of Milan, concerns the 
social aspects of “rheumatism” (the term is used as 
a general heading for the various acute and chronic 
arthritic disorders). Emphasis is laid on the social 
handicaps of patients with chronic arthritis, who, 
according to Prof. Angeleri, have become a great 
social problem, second only to patients with tuber- 
culosis. 


Principles and Practice of Surgery. By Jacob 
K. Berman. St. Louis: The C. V. Mosby Company, 
1950. Pp. 1,378, with 429 illustrations. 

The basic idea of this work is to correlate allied 
sciences—embryology, anatomy, physiology, histo- 
pathology, ete—with the fundamental principles 
of surgery. Opening with a historical review of 
unusual interest, written in a lively and interesting 
style, it offers the student a more than usually en- 
ticing invitation. Some of the author’s aphorisms 
are well worth any student’s taking pains to re- 
member: “There is no operation which has merit 
enough to be used on the patient who cannot 
stand it”; “The greater the indications for sur- 
gery, the better the results”; “The tacit or implied 
request of a patient on the operating table is, ‘My 
life is in your hands—be cautious.’ ” 

The succeeding chapters cover, so far as it can 
be covered in a single volume, the principles and 
problems of general surgery. The author is ob- 
viously a good teacher and a deeply interested one. 
He confesses that there is possibly a tendency 
toward dogmatism in his work, but explains this 
by observing, not unreasonably, that the student of 
surgery needs a certain amount of decision in his 
instructors until such time as he shall be prepared 
to revise and modify their teachings on the basis 
of his own experience. 

The books is well and clearly illustrated with 
charts, photographs and line drawings, each of 
which carries an admirably terse explanatory 
legend—an excellence not to be found in every 
such work. It should be weleomed by both stu- 
dents and practitioners. 
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Surgery of the Shoulder. By A. F. De Palma. 
Philadelphia: J. B. Lippincott Company, 1950. 
Pp. 438, with 454 illustrations. 

For the past several years the author has pre- 
sented voluminous detailed material correlating 
clinical and postmortem observations in and about 
the shoulder joint, at the meetings of the American 
Academy of Orthopedic Surgeons. These exhibits 
were so well received that on several occasions they 
were designated as prize winners. With such a 
background Dr. De Palma has ably fulfilled his ex- 
pressed desire “to assemble under one cover the 
accumulated knowledge on the anatomy and physi- 
ology of the shoulder ... also to record the ob- 
servations referable to variational anatomy and 
the degenerative lesions of the scapulohumeral 
joint.” 

The text opens with discussions of the compara- 
tive anatomy, the normal anatomy and the func- 
tional mechanism of the shoulder. The next few 
chapters contain the outstanding portion of the 
book; presented here in detail is the fruit of the 
author’s original work. The clinical subjects in- 
clude degenerative lesions, rupture of the musculo- 
tendinous cuff, the frozen shoulder and bicipital 
syndrome, and calcareous tendonitis. In these see- 
tions are found many beautiful pathologic illus- 
trations, both gross and microscopic. Following 
this is a clear, concise discussion of dislocations 
and fractures, then a chapter on neurogenic shoul- 
der pain, followed by a consideration of bone 
tumors in the region of the shoulder. The final 
chapter deals with surgical approaches and pro- 
cedures. 

The text is easily read and understood through- 
out. The illustrations are profuse, clear and to the 
point. This book should oceupy an easily accessible 
place in the library; it will be used frequently. 


Researches on Binocular Vision. By Kenneth N. 
Ogle. Philadelphia: W. B. Saunders Company, 
1950. 

This book is an exhaustive treatment of the sub- 
ject of binocular vision, consisting of five parts 
subdivided into twenty-two chapters. 

The book is replete with optical illustrations, 
diagrammatic drawings and interesting tables. 
There are 259 references to past and contemporary 
literature, dating back to Mueller in 1826. 

Subjects of a theoretical nature are so labeled. 
Facts worked out by the author’s research are well 
substantiated. He has stated them most aptly and 
accurately, in a manner to leave no doubt in the 
mind of the reader. The subject matter, in its 
entirety, is both interesting and well presented. 
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Primary Lymphosarcoma of the Lung. Anlyan, 
A. J.; Lovingood, C. G., and Klassen, K. P., 
Surg. 27 :559-563, 1950. 

The authors report a case in which there was a 
rare neoplasm of the lung. Only 4 previously re- 
ported cases were found by them in a search of 
the literature. The lesion in the case reported by 
them was asymptomatic and was discovered during 
a routine roentgen survey of the chest. In only 
2 of the 4 cases reported in the literature was there 
evidence of metastasis. In the case reported by the 
authors, the lesion was localized to the lower lobe 
of the right lung. It was also a lesion of slow 
growth, as was shown by serial roentgen studies. 

Treatment was by lower right lobectomy. No 
follow-up of the case is presented. 

M. O. Cantor 


Surgical Treatment of Acute Cholecystitis. Blenn, 

F., Surg., Gynee. & Obst. 90 :643, 1950. 

This is a report on 697 patients with acute chole- 
cystitis who have been operated on in the surgical 
service of the New York Hospital—Cornell Medical 
Center from Sept. 1, 1932 to Sept. 1, 1949. The 
overall mortality rate was 2.7 per cent. In a break- 
down of this, the mortality rate of patients under 
50 years of age was 1.4 per cent and that of pa- 
tients over 50 was 4.9 per cent. These figures indi- 
cate the desirability of reducing the number of 
operations in the older group. The authors sug- 
gest that this mortality rate can be reduced if 
persons with acute cholecystitis are operated on 
when they first begin to have attacks and, second, 
if those who have chronic cholecystitis and chole- 
lithiasis are surgically treated early in the course 
of the disease. 

Ten per cent of the patients were subjected to 
choledochotomy. It is interesting to note that 
among those less than 40 years old there were no 
deaths; this reemphasizes the author’s contention 
that surgical treatment during the early stages of 
cholecystitis, either acute or chronic, is the best 
means of interrupting disease of the biliary tract 
and that the earlier the age of these patients when 
they are operated on, the better their chance of 
survival. 

A. H. Lerron 


Trigeminal Injection with Radiographic Control. 
Sweet, W. H., J.A.M.A. 142:392, 1950. 
Methods of injecting alcohol into the second and 

third divisions of the trigeminal nerve are described. 


Roentgenograms are used to determine the posi- 
tion of the needle. The advantages of these meth- 
ods are that the pain of the procedure is decreased ; 
the number of complete injections into the nerve is 
increased to over 95 per cent of those attempted, 
and the average duration of relief from the pain 
of trigeminal neuralgia after injections into the 
third division is increased to at least thirty months. 
This is accomplished by pointing the bevel of the 
needle upward and allowing the alcohol to pene- 
trate up the nerve trunk to the cells of the gas- 
serian ganglion. 

Dr. Sweet began in 1940 to take roentgenograms 
showing the position of the needle point with re- 
spect to the foramen ovale when he had difficulty 
in finding the nerve, and in the past ten years he 
has used this technic in 54 instances, with success 
in 51. 

In 2 patients a temporary facial weakness fol- 
lowed the injection. No undesirable sequelae oe- 
curred in any of the other patients. 

Cares C. ABBorr 


A New Concept of the Cause of Hirschsprung’s 
Disease or Congenital Megacolon, with a New 
Method of Treatment by Surgery. Bill, A. H., 
Jr., Northwest M. J. 49 :341, 1950. 

Chronic rectosigmoid obstruction associated with 
an intrinsic nerve defect in the narrowed area has 
recently gained wide recognition as the cause of 
congenital megacolon, or Hirschsprung’s disease. 

Bill’s splendid results in 5 cases, in which the 
treatment was excision of the disturbing segment 
with preservation of sphincter function, fortify this 
concept. 

Neuhauser of the Children’s Hospital in Boston 
has been largely responsible for rekindled interest 
in this important problem. By fluoroscopic studies 
he was able to show in each of 20 cases a relative 
narrowing in the rectosigmoid area distal to the 
enlarged colon. He pointed out that the ordinary 
barium enema fails to reveal the details of this 
region and that it is necessary to instill the barium 
mixture slowly, with the patient in the oblique 
or the lateral position. 

The technic of the operation is important (1) 
because it is done on children and (2) because 
sacrifice of the anal sphincter cannot be condoned 
in the treatment of this benign condition. 

The pathologie rectosigmoid segment is isolated 
by dividing the sigmoid just above the pelvie brim 
and by dissecting free the rectosigmoid and rectum 
within the pelvis. 
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This lower portion of bowel is then everted 
through the anus and cut off. The end of the sig- 
moid is next drawn down through the anus and a 
two-layer anastomosis made. The completed union 
is then reduced into the pelvis and the abdomen 
is closed. 

Swenson has reported 36 cases from Boston, 
with 1 postoperative death due to leukopenia in- 
duced by drugs. 

The 35 survivors and Bill’s 5 patients from Seat- 
tle (a total of 40) all have satisfactory bowel 
habits and good sphincter control. 

THOMAS WILENSKY 


Ankylosing Spondylitis Treated by Osteotomy of 
the Spine. Stuart, F. W., and Rose, G. K., Brit. 
M. J. 1:165, 1950. : 


This article relates, employing a case report, the 
tricky surgical approach to correcting the marked 
deformity coincident to ankylosis spondylitis. Many 
excellent results have been obtained through oste- 
otomy of the spine in the lumbar region and the 
present case adds another to this list. 

The operation in this instance proved reasonably 
easy to perform and there were no complications. 
However, it is thought that the potential dangers 
are great and that all precautions should be taken, 
including limiting the initial operation to correction 
of the deformity and leaving any grafting until a 
later date. 

The operation was performed with the patient on 
his right side. This position was adopted to avoid 
the abdominal pressure of the prone position, and 
also to remove more bone on the left side in cor- 
recting the lateral deviation. The osteotomy was 
done between the first and second lumbar verte- 
brae, and the bone was removed with a fine osteo- 
tome and nibbling forceps. The gap began to close 
spontaneously as the osteotomy was almost com- 
pleted. 

The fact that the anterior common ligament was 
not highly ossified probably contributed largely to 
the smoothness of the correction. For this reason, 
once the operation is indicated it should not be 
unduly delayed. 

Harvey E. Jr. 


Age of Puberty in the Tropics. Ellis, R. W. B., 
Brit. M. J. 1:85, 1950. 


This study was made to determine whether pu- 
berty occurs earlier in tropical than in temperate 
climates. Mills (1937), from a study of the mean 
age of menarche and the presumptive period of 
adolescent sterility following menarche, states: 
“Sexual maturity in tropical countries comes fully 
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two years later than in the most stimulating tem- 
perate regions.” 

His study was made on a group of children in 
Nigeria, with no European children included. A 
second group, composed of British children, was 
observed. The age of menarche was determined by 
questioning 300 Nigerian girls aged 17 to 21, and 
the results were shown in a distribution curve rep- 
resenting the percentage beginning to menstruate 
in each year of age. These were compared with the 
information received from 470 nurses in Great 
Britain, aged 18 years or more. 

In order to check the data obtained, a further 
series of 250 Nigerian girls between the age of 8 
and 18 were examined. The figures for the first 
series of 250 Nigerian girls are shown in parallel 
with those for the series of 470 English girls, each 
being expressed as percentages of the total number 
in the series. The mean age of menarche in the 
Nigerian series was 14.22 years, and in the English 
series, 13.73 years; the difference between the means 
is 0.49 years, with a standard error of 0.085. 

In presenting his data on boys Ellis used tables 
and also figures illustrating the time of pubescence. 
His summary states that the investigations lend no 
support to the belief that puberty occurs signifi- 
cantly earlier in tropical than in temperate climates. 

F. 


A Manual of Pharmacology. By Torald Sollman, 
M.D. (Ed. 7.) Pp. 1132, Philadelphia, W. B. 
Saunders Co., 1948. $11.50. 


This work has constituted one of the standard 
references on the general subject of pharmacology, 
ever since its inception in 1917. By the judicious 
publications of new editions which appeared every 
five years, on the average, the text has always 
maintained itself abreast of the field, and this 
seventh edition admirably upholds the high stand- 
ards which characterized its predecessors. : 

The new features which Sollmon has introduced 
in his latest revision are the double-column format, 
and a comprehensive treatment of such items of 
current interest at the anti-infective agents, the 
antiparasitic agents, the auxins, new information 
on vitamins and hormones, the antithyroid drugs, 
the antihistamines, folic acid, curare, nitrogen 
mustards, and a host of other topics. 

As in the earlier editions, all print which appears 
in small type is of purely academic interest, 
whereas the material in regular size print contains 
information that all inquirers should acquaint 
themselves with. 

This reviewer has no hesitancy in recommending 
the manual as one of the better references cur- 
rently available in the field of pharmacology. 


4 


VOL. XIV, NO. 6 


Simultaneous Pregnancies in a Fallopian Tube 
and Bicornuate Uterus Associated with Three 
Fallopian Tubes. Thorek, P.; Moses, J., and 
Wong, J., Am. J. Surg. 79:512, 1950. 


An unusual ease is reported of simultaneous 
pregnancies in a fallopian tube and a bicornuate 
uterus associated with three fallopian tubes. 

Anomalies of the uterus are likely to be associ- 
ated with anomalies of the tubes. Statistics vary, 
and the conditions of this case show no parallel in 
the literature. Anomalies, however, are not uncom- 
mon. Uterine anomalies in human beings and the 
normal genital organs of lower animals seem to 
reveal a definite parallelism. 

Many types of uterine anomalies have been classi- 
fied, from the marsupial type of uterus didelphys 
to the almost normal uterus areuatus. Some classi- 
fications have been most confusing. The authors 
suggest the evolutionary plan upon which the 


Uterus didelphys 


Uterus duplex 
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classifications are based (see illustration). They 
also discuss the embryology of the male and fe- 
male reproductive systems and their relation to the 
mesonephros and the miillerian ducts. 

The case reported is one of twin pregnancy. The 
literature does not disclose any similar case re- 
ports. In this case the tubal pregnancy was on the 
right side and the uterine pregnancy in the left 
horn, making any placental regurgitation improb- 
able. These observations were made at an opera- 
tion precipitated by abdominal pains due to the 
tubal pregnancy. More than seven months after an 
operation for the tubal pregnancy she was spon- 
taneously delivered of a normal infant. About ten 
months later a hysterosalpingographie study was 
done, and it revealed a bicornuate uterus with two 
left fallopian tubes and the stump of one on the 
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Uterus bicornate 


Uterus simplex 
D 


Stages in the development of a uterus symplex. The upper row of figures depicts the types of uteri found in 
marsupials, rodents, carnidores and primates; the lower row illustrates the atavistic tendencies in abnormal 
human uteri. (Reproduced by courtesy of the American Journal of Surgery.) 
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Armamentarium 


Projection Pointer: The EdnaLite Optical Com- 
pany of Peekskill, N. Y., according to a recent 
announcement, has perfected a projection pointer 
which enables a lecturer to cast a micro-sharp, 
clear, color-free arrow image the full length of an 
auditorium while simultaneously operating the 
projector. Thus a lecturer, merely by the flick of 
a switch, ean “point up” a lecture or highlight a 
motion picture, a lantern slide, a chart, a photo- 
graph or any other form of illustration without 
spillover of light. The instrument in no way in- 
terferes with the subject matter, and even micro- 
seopie organisms and photomicrographs of all 
colors and densities are clearly defined. 

Made of precision, lathe-machined, light metals, 
completely anodized, the EdnaLite Projection 
Pointer operated on 115 volt AC, with a built-in 
transformer (Underwriters’ approved). It comes 
complete with 25 feet of detachable cord, the 
whole contained in a solid wood-framed, leatherette- 
lined fitted instrument case. The list price of the 
projection pointer is $49.50. 


Antiseptic Surgical Soap: The West Disinfect- 
ing Company of Long Island City has developed 
an antiseptic soap for the special use of surgeons, 
nurses, dentists, technicians in bacteriologie lab- 
oratories, and clinics. It is claimed that this new 
product is among the first antiseptic soaps to con- 
tain both hexachlorophene, which reduces resident 
bacterial flora on the skin, and skin-softening leci- 
thin, which helps to reduce certain irritations 
caused by frequent hand washing. In addition to 
removing dirt, grease and other foreign matter, 
West Antiseptic Soap is said to be highly effective 
against many micro-organisms and is_ therefore 
recommended as a time-saving preparation for 
preoperative serubbing up. Germicidal rinses 
should not be used, and harsh scrubbing brushes 
are not required. 

A detailed booklet describing this new soap is 
available from West’s main office at 42-16 West 
Street, Long Island City 1, N. Y., or from any 
of the company’s 64 branches in the principal cities 
of the United States and Canada. 


Electron Microscope: RCA Victor announces 
that the Permanent Magnet Electron Microscope 
has been greatly simplified. The new table-size 
microscope is based on electronic principles that 
permit the viewing of objects at magnifications up 
to 50,000 diameters. Employing for the first time 
permanent magnet lenses requiring no stabilization 
cireuits and controls, the instrument is said to 
have the same 50,000-volt accelerating potential as 


the Universal Model Microscope. It is more than 
20 times as powerful as the best optical microscope, 
with a depth of focus 150 times as great. 

The simplified 30-inch microscope, which is ex- 
pected to sell for about one-third the cost of the 
Universal Model electron microscope, is recom- 
mended by the company as a means of broadening 
the area of application of electron microscopy, 
especially in metallography, bacteriology and medi- 
cine. 


New Gigli Type Blade: Development of a surgi- 
eal blade with a definite, machined and carefully 
formed cutting edge has been announced by the 
Tyler Manufacturing Company of Los Angeles. 
The blade is said to represent a major improve- 
ment over domestic blades and the hard-to-secure 
Swedish blades. It employs an entirely new saw- 
ing principle in the spiral cutting edge and, ac- 
cording to the manufacturers, accomplishes the 
cutting of bone at least five times faster and with 
much less effort. 

The Tyler Spiral Surgical Blade is a standard 18 
inches (45.7 em.) long, with the looped ends 
formed to prevent catching, and the machined 
groove is engineered in such a way as to allow the 
blade to clear itself. There is no problem of break- 
age, and the quality of the material and work- 
manship allow the blade to be used many times 
if desired. 


Vitamin Combination: Kapseals Geriplex, pro- 
duced by Parke, Davis & Company, provide a mul- 
tiple vitamin combination specifically designed for 
geriatric use. Each Kapseal contains: Vitamin A, 
5,000 units; Vitamin B,, 5 mg.; Vitamin B,, 5 mg.; 
nicotinamide, 15 mg.; Vitamin C, 50 mg.; choline 
dihydrogen citrate, 20 mg.; mixed tocopherols, 10 
mg.; and rutin, 25 mg., in a hermetically sealed 
blue capsule with a yellow opaque band. One Kap- 
seal daily is usually adequate, but the dose may be 
increased as indicated. The capsules are supplied in 
bottles of 100 and 500. 


Professional Equipment: A new catalog of gen- 
uine leather bags for physicians and surgeons has 
been prepared by G. Kruse & Company of Newark, 
N. J. These bags, it is claimed, are made from the 
finest selected top-grain leathers, distinctively de- 
signed and ruggedly constructed by skilled crafts- 
men to meet the specialized and exacting require- 
ments of the medical profession. This catalog can 
be obtained on request from G. Kruse & Company, 
whose mailing address is 800 MeCarter Highway, 


Newark, N. J. 


JOHANN CARL LEHMANN 


M.D., F.LC.S. 


Johann Carl Lehmann, Professor of Surgery at 
the University of Rostock, fell victim to a cerebral 
accident at the age of 65 on June 16, 1950. He was 
a faithful friend, a kind and upright man, a born 
teacher and a versatile, successful surgeon and 
scientist who has published more than a hundred 
valuable papers. 

Edueated at the surgical clinic of the University 
of Rostock, he was called back to that University 
as Professor of Surgery on Sept. 1, 1936, after 
having worked for several years as chief of im- 
portant surgical clinics in Lubeck and Hanover. 
In Rostock he remained active both as teacher and 
as surgeon until his death. During the recent war 
he worked as a consulting surgeon in various 
theatres of war. His scientific papers are con- 
cerned with many fields of surgery: treatment 
of fractures, war injuries, tetanus, prophylaxis, 
osteochondritis, free bodies in the joints, earci- 
noma of the breast, histology of the ulcerative 
stomach, surgical treatment of gastric ulcers and 
gastric carcinoma, total gastrectomy, necrotizing 
jejunitis, renal function tests, pyelographie diag- 
nosis of kidney diseases, brain surgery, chordotomy, 
roentgen diagnosis and roentgen therapy in sur- 
gery, anesthesia and narcosis. His monograph on 
general pathology and echinococeus disease is 
based on his his wide personal experience and 
deserves special attention. 

Johann Carl Lehmann’s personality was char- 
acterized by natural charm and humanitarianism. 
His large circle of friends will faithfully remember 
him. 


HENRI HUDSON WEATHERS 
M.D., F.1.C.S. 


Dr. Henri Hudson Weathers, one of the leading 
Negro surgeons of St. Louis, died suddenly on 
Aug. 4, 1950, at the age of 47. Dr. Weathers was 
educated at Fisk University and Meharry Medical 
College, both in Nashville, and did postgraduate 
study at St. Louis University. He was associated 
with the following hospitals in St. Louis: St. 
Mary’s Infirmary as Chief of Surgery; Homer G. 
Phillips as Associate Director of Surgery, and 
Peoples Hospital as Visiting Surgeon. He also 
served at several hospitals in East St. Louis. Dr. 
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Weathers’ distinguished practice was devoted en- 
tirely to general surgery. Dr. Weathers was a Fel- 
low of the International College of Surgeons and 
a member of the National Medical Association and 
the Mound City Medical Forum. 


CHARLES LESTER HARSHBARGER 
M.D., F.1.C.S. 


Dr. Charles Harshbarger, of Norton, Virginia, 
passed away recently at the age of 54. He was 
graduated from the Medical College of Virginia at 
Richmond, served his internship at the Stuart Cir- 
cle Hospital, Richmond, Virginia, and became for 
a short time assistant resident surgeon of the St. 
Elizabeth Hospital at Pearisburg, Virginia. From 
1926 to 1929 he held teaching positions at the 
Medical College of Virginia and the Concord Col- 
lege Summer School. Since 1932 Dr. Harshbarger 
has been associated with the Norton General Hospi- 
tal at Norton, Virginia, first as Resident Surgeon, 
later as Chief Surgeon, his practice being devoted 
entirely to general surgery. Dr. Harshbarger’s high 
ethical standards and surgical skill have earned for 
him an enviable reputation in his community. He 
was a member of the American Medical Associa- 
tion, the Wise County Medical Society, the South- 
western Virginia Medical Society, the Medical 
Society of Virginia and the Southern Medical 
Association. 


FRANCIS G. KING 


M.D., A.I.C.S. 


Dr. Francis G. King of Quincy, Massachusetts, 
aged 50, died on Feb. 8, 1950. He received his 
medical degree from Georgetown University and 
did postgraduate study at the Cook County Grad- 
uate School and at the Georgetown University 
Medical School. He served his internship at the 
Boston City Hospital and St. Vincent’s Hospital 
in Worcester, Massachusetts. Dr. King was on the 
active staff of the Quincy City Hospital and was 
affiliated with St. Margaret’s Hospital, Quincy, and 
the Milton Hospital, Milton, Massachusetts. His 
practice was devoted in part to general surgery. 
Dr. King was a member of the Massachusetts 
Medical Society, the New England Obstetrical and 
Gynecological Society and the American Medical 
Association. 
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FREDERICK V. GAMMAGE 
M.D., F.LC.S. 


In August, 1950 Dr. Frederick V. Gammage 
passed away at the age of 62. Prior to his death 
he had been associated with the Florida State Hos- 
pital, the Bluefield Sanitarium and the Grundy 
Hospital in Grundy, Virginia, and had held a teach- 
ing position at the Nurses’ School of the Florida 
State Hospital. His surgical practice was devoted 
almost exclusively to surgery of the eye, ear, nose 
and throat. Dr. Gammage graduated from Ohio 
State University Medical School and did postgradu- 
ate work in the Eye, Ear, Nose and Throat Depart- 
ment of the Chicago Polyclinic. He served his in- 
ternship at the Good Samaritan Hospital. He was 
deeply devoted to the ideal of promoting interna- 
tional cooperation among surgeons. 

Dr. Gammage was a member of the American 
Medical Association, the Mercer County Medical 
Society, the West Virginia Medical Society, the 
Buchanan and Dickinson Medical Society, the 
Virginia State Medical Association and the Inter- 
national College of Surgeons. 


JOHN LEWIS FRETZ 
M.D., A.LC.S. 


The month of September marked the death of 
Dr. John Lewis Fretz, of Seattle, Washington, at 
the age of 51. A graduate of Rush Medical School, 
Dr. Fretz dedicated the greater part of his study 
and practice to gynecology and obstetrics. Before 
receiving his medical degree he taught laboratory 
technie at a naval medical school, and some of his 
research work appeared in a naval textbook. Dr. 
Fretz did postgraduate study in gynecology and 
obstetrics at the New York Postgraduate College, 
the Cook County Hospital, the Cook County Post- 
graduate School, the University of Texas Medical 
School and the University of Oregon. His intern- 
ship was served at the Evangelical Hospital in 
Chicago; he also was a surgical resident for a time 
at the Lister Hospital in New York. Since 1939 
he had been affiliated with the Seattle General and 
Virginia Mason Hospitals. In his travels to the 
east and west coasts of South America, the islands 
of the Caribbean, Nova Scotia and England, Dr. 
Fretz felt that a tremendous amount of clinical 
surgical knowledge was not being utilized and that 
an interchange of surgical practices among sur- 
geons of different countries would aid toward prog- 
gress in the field. 

Dr. Fretz was a member of the King County 
State and American Medical Societies, the Wash- 
ington State Obstetrical Society, the Seattle Acad- 
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emy of Surgery (which he served as president from 
1947 to 1948), and the International College of 
Surgeons. 


NATHANIEL CHARLES SCHLOSSMANN 


M.D., M.1.C.S, 


Dr. Nathaniel Charles Schlossmann of Wauke- 
sha, Wisconsin, died last March at the age of 36. 
He received his medical degree from the University 
of Wisconsin and did postgraduate study in urolog- 
ical surgery at the New York Post Graduate Hos- 
pital in New York. Subsequently Dr. Schlossmann 
spent one year of rotating internship at the Mi- 
chael Reese Hospital in Chicago, one year of sur- 
gical residency and one year as Fellow in Surgical 
Pathology at the Mount Sinai Hospital in New 
York. More recently he was a staff member of the 
Waukesha Memorial Hospital, Waukesha, Wiscon- 
sin, devoting approximately half of his practice to 
general surgery. Numerous articles reporting his 
original research were published in some seven 
medical journals. 

Dr. Schlossmann was associated with the follow- 
ing organizations: the American Medical Associa- 
tion, the New York County Medical Society, the 
Waukesha County Medical Society, the Wisconsin 
State Medical Society, and the International Col- 
lege of Surgeons. 


MAURICE BERNARD JACOBS 
M.D., F.A.C.S., F.LC.S. 


Dr. Maurice Bernard Jacobs, 48, of Chicago, 
died Aug. 28, 1950. He was graduated from the 
University of Illinois College of Medicine in 1934 
and served his internship in Cook County Hospital. 
During World War II Dr. Jacobs was Assistant 
Chief of Surgery in a thousand-bed station hospital, 
holding the rank of Major. Except for his wartime 
service in the Army, he had been on the Associate 
Staff of Cook County Hospital since 1940, and 
was a consultant pathologist for St. Elizabeth’s 
Hospital. Dr. Jacobs also held teaching positions 
in the Department of Surgery, Loyola University 
and the Cook County Post Graduate School of 
Medicine. His practice was devoted entirely to gen- 
eral surgery, with some emphasis on surgical pa- 
thology. A Fellow in the International College of 
Surgeons, Dr. Jacobs was also a member of the 
American Medical Association, the American Col- 
lege of Surgeons, the Illinois State Medical Associ- 
ation, the Chicago Medical Association, the Chicago 
Pathological Society and the American Board of 
Surgery. 
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from Genoa to Glendale 


worldwide reports (now 1547) 


on one anesthetic 


I. Pentotuat Sodium story is a 
serial story —published in the world’s medical journals. 
Eight new chapters a month every month since Abbott introduced 
this ultra-short-acting barbiturate in 1934. It is the success story, 
too, of intravenous anesthesia—recorded in operating rooms 
throughout every section of the civilized world. Why so many reports on 
one anesthetic, one technique of anesthesia? PENTOTHAL’s efficacy covers a 
wide range of applications, from simple incision and drainage to the most complicated surgical 
procedures. There is no bulky or frightening apparatus, no explosion hazard. 
Induction is rapid, pleasant. A deeper level of anesthesia may be had in a moment, as 
the need arises. The patient has complete surgical amnesia, usually awakens without nausea. 
And Penrotuat may be combined with any number of other anesthetics to 
meet the specific needs of the patient. Has your medical group seen the film, 
—G PeNTOTHAL in Obstetrics? Arrange for an early showing by writing, Abbott 
Laboratories, North Chicago, Ill. Write, too, for detailed literature. CUGCrott 


© end: 

to PENTOTHAL Sodium t th | S d 
TUBOCURARINE Chloride; Abbott en 0 q 0 lum 
vials, each cc. representing 3 mg. of 

pontahy dees. for intravenous anesthesia 


Also 1-cc. ampoules, 15 mg. 
. . . Send for literature. 
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Orally Sfective— well tolerated 
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?. Herrell, W. E.; Heilman, F. E.; 
Wellman, W. E., and Bartholomew, 
L. A: Proc. Staff Meet. Mayo Clin. 
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